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(With Special PLATE) 


When it became known that there are two ovarian hor- 
mones, one having its origin in the granulosa cells of the 
Graafian follicle and the other emanating from the corpus 
Juteum, the term “ female sex hormone ~ led to some con- 
fusion. However, it still persisted to some extent, and 
was reserved for the hormone arising from the Graafian 
follicle. The essential feature of this hormone is that it 
has the power to produce oestrus in animals whose 
ovaries have been previously removed. The alternative 
names of oestrin and folliculin were therefore suggested, 
and the old term was gradually abandoned. After a few 
years’ useful service the term “ oestrin™ gave rise to difli- 
culty because several different chemical substances, all hav- 
ing the power of producing oestrus in animals, were isolated 
from the tissues of the human body. Moreover, com- 
pounds possessing similar properties were found in plants 
and minerals, and, more recently, others have been pre- 
pared synthetically. It is now customary, therefore, to 
speak of all chemical substances having the ability to 
promote oestrus as Oestrogenic substances or oestrogens, 
and chemical nomenclature is used to distinguish them one 
from another. 

Three such substances have been obtained from 
human tissues and body fluids, and are respectively called 
oestradiol, oestrone, and oestriol. There is reason to believe 
that they may be changed one into another under natural 
conditions and that they are produced as_ oestradiol 
but excreted for the most part as oestrone and oestriol. 
Oestradiol is secreted by the granulosa cells of the ovary in 
the non-pregnant woman, and by the placenta during preg- 
For therapeutic purposes oestrone and oestradiol 


nancy. 
are most commonly employed, oestradiol being the 
More potent. Commercial preparations usually con- 


sist of benzoate or other esters of these compounds dis- 
solved in oil. Such preparations are slowly absorbed after 
injection and thus exert a continuous and prolonged effect. 
Of the synthetic products only diethyl-stilboestrol (stilb- 
destrol) is so far available for clinical use, and special 
mention of this substance will be made later. 


Demonstration of Oestrogenic Hormone Deficiency 


Every method of treatment depends on accurate diag- 
nosis and on a knowledge of physiological principles. 
Oesirogenic hormone therapy is no exception to this rule, 
and its most rational use is for those states associated 
with a defective production of oestrogens by the body. It 


*A lecture presented to the Harrogate Division of the British 
Medical Association on March 9, 1939, 


is of some importance, therefore, to be able to say when 
the body is deficient in these principles. 

1. Consideration of Symptoms.—-Diminished  sccreiion of 
oestradiol by the ovary leads to symptoms usually termed 
“menopausal.” Of these the commonest are amenorrhoea, 
an increase in weight, and hot flushes and other vasomotor 
disturbances. General symptoms, however, do not always 
appear when ovarian function is defective: this is particularly 
true in the case of young girls whose ovaries have never pro- 
duced adequate amounts of oestradiol. Menopausal symp- 
toms are experienced only by women whose ovaries have once 
been active. In youth the more common symptoms are 
amenorrhoea, oligomenorrhoea, under-development of breasts, 
and other sex characteristics such as pubic hair. When symp- 
toms such as the above are present the following more specific 
tests may be applied to clinch diagnosis. 

2. Endometrial Biopsy.—Proliferation of the endometrium is 
always the result of the action of oestrogenic principles, and 
in their absence atrophy occurs. An atrophic appearance is 
easily recognized microscopically, and is most typically seen 
in the post-menopausal endometrium, Removal of one or 
more pieces of endometrium for diagnostic purposes is a 
simple procedure, and unless the patient is virginal no anaes- 
thetic is required. With suitable apparatus, dilatation of the 
cervix is unnecessary. In addition to endometrial biopsy, 
estimation of the size of the uterus by a sound is also a valu- 
able procedure. A uterus smaller than normal, no matter 
whether it be under-developed or atrophic, is presumptive 
evidence of a lack of oestrogenic hormone in circulation. This 
evidence, however, is not always trustworthy, because even 
in the presence of an adequate supply of hormone the uterus 
may be incapable of response by reason of an inherent defect. 

3. Examination of the Vagina.—The epithelium of the 
healthy adult vagina contains large amounts of glycogen whose 
presence is essential for the production of lactic acid, the most 
important constituent of the vaginal “secretion.” When the 
supply of oestrogenic hormone is inadequate the vaginal epi- 
thelium atrophies and tends to lose its layer of cornified cells, 
the amount of glycogen in its cells becomes diminished, and 
the degree of acidity of its “secretion” is lowered. Removal 
of epithelium is not necessary in practice-—-examination of 
stained smears of vaginal debris is sufficient. The smear from 
a healthy vagina consists almost entirely of large keratinized 
squamous cells with small pyknotic nuclei (Plate, Fig. 2). 
When atrophy occurs the epithelial cells in the smear are 
fewer in number and smaller in size, whilst mixed with them 
are large numbers of leucocytes (Fig. 1): a smear present- 
ing such features is evidence of a lack of oestrogens in the 
body. Vaginal changes consequent upon deprivation of oestro- 
gens may also be recognized by studying the degree of 
staining which results from the application of Gram’s iodine 
to the epithelium. The degree of brown coloration is propor- 
tional to the amount of glycogen in the cells, and this, in turn, 
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on the amount of oestrogens in circulation. Finally, estima- 
tion of the pH value of the vaginal “secretion” may also be 
helpful. The normal value is about 4.5, but when the oestro- 
gens are deficient it tends to become neutral or even alkaline 
in reaction, 

Any of these numerous simple tests may be applied to 
demonstrate a deficiency of oestrogens in the body. When 
such a deficiency is evident and there is reason to associate 
it with the patient’s symptoms, then oestrogenic hormone 
therapy is indicated. One word of warning is necessary, 
however. The mere demonstration of lack of oestrogenic 
substance does not necessarily provide an explanation of 
the patient’s symptoms. Every woman of post-meno- 
pausal age has an atrophic vagina and uterus—no matter 
from what disease or symptoms she may be suffering. 


Technique and Dosage 

Oral administration of oestrone and oestradiol deprives 
them of four-fifths of their potency, and this form of 
therapy should only be used, therefore, when small dosage 
is required, or as an adjunct to parenteral administration. 
Whenever large dosage is indicated these hormones should 
be given by intramuscular injections at regular and fre- 
quent intervals. For cutaneous lesions—particularly of 
the vulva and vagina—ihe hormone may be applied 
locally in the form of ointments or vaginal pessaries, but 
it is usually necessary to carry out oral or parenteral ad- 
ministration in addition. The effects are never mani- 
fested immediately, and as a rule treatment needs to be 
given for several days or weeks. A continuous supply of 
hormone to the body is the object to be achieved, and for 
that reason it is advantageous to combine parenteral and 
oral administration. When the patient is menstruating. 
treatment should be confined to the first two to three 
weeks of the menstrual cycle and, with a few exceptions, 
should be discontinued during the premenstrual phase. 

The exact dose of hormone required in the treatment 
of any condition depends not only on the mode of adminis- 
tration and the particular preparation used, but also varies 
with individual patients. Details of treatment, therefore, 
should be guided by general principles and the dosage 
modified freely to suit each patient's requirements. As a 
rule only small doses are necessary in the treatment of 
adults suffering from general menopausal symptoms and 
of children, and oral administration of oestrone may 
suffice. Large doses, injected intramuscularly, are usually 
essential in order to affect the endometrium, myometrium, 
vagina, and vulva. 


Menopause and Climacteric 


At the menopause 80 per cent. of women experience 
general symptoms of varying character and intensity. 
These are often most distressing to the patient, may persist 
for years, and are more common and more severe when 
the menopause is induced artificially than when it occurs 
naturally. Obesity and vasomotor disturbances mani- 
fested by “hot flushes” and “cold shivers” are well- 
recognized menopausal symptoms. In addition, however, 
symptoms of a more vague character occur, such as 
headaches, emotional instability, insomnia, depression, 
anxiety, irritability, giddiness, joint and muscle pains, 
precordial pains simulating angina pectoris, and various 
types of functional dyspepsia. The effect of oestrogen de- 
privation on the cardiovascular system may also result in a 
raised blood pressure and conditions such as angioneurotic 
oedema. In susceptible patients frank mental“disease, as 
well as migraine and asthma, may be precipitated by the 
menopause, 


These symptoms are not directly due to lack of « 
hormone, but rather to an excessive secretion of pit... 


factors—the excessive secretion occurring as a result of | 


the removal of the inhibiting effect of the ovary on the 
pituitary. Whether or no this be true, there is no doubt 
that in a large percentage of cases menopausal symptoms 
can be eliminated by the administration of oestrogens, 
The dose required varies considerably, and can be deter. 
mined only by therapeutic trial. Daily doses of 0.6 mg, 
of oestrone by mouth are usually sufficient, but in difficult 
cases intramuscular injections of | to 5 mg. of oestrone or 
oestradiol benzoate every few days may also be required, 
Once the symptoms have been controlled, the dosage 
should be reduced very gradually over a period of months 
until the patient can manage with only 0.1 mg. once or 
twice weekly. Gradual reduction is essential ; it allows all 
bodily functions to accommodate themselves to the altered 
endocrine conditions. The results of oestrogenic hormone 
therapy in menopausal states are good, although some- 
times it is impossible to exclude a psychological effect, 
Obesity, however, a prominent feature of the menopause, 
is one of the few symptoms which remain unaffected. All 
other symptoms, and even conditions such as hyperpiesis, 
dyspepsia, and emotional disturbances, are usually cured, 

Of the menopausal symptoms described above I wish to 
refer more fully to the so-called menopausal arthropathy, 
In addition to fibrositis, women at the menopause tend to 
develop swollen and painful joints—the knees and joints 
of the fingers being commonly involved. It is estimated 
that joint pains are present in 24 per cent. of women com- 
plaining of menopausal symptoms. The joint lesions begin 
as a periarticular thickening, but subsequently there is an 
arthritic change in the bone ends and a condition present- 
ing features of both osteo-arthritis and rheumatoid arthritis 
results. Whilst the ordinary methods of treatment should 
not be omitted in such cases, oestrogenic hormone therapy 
is most useful, and the results are often dramatic. The 
relation between ovarian function and the osseous system 
is not yet clear, but there can be no doubt about its 
existence. Up to the age of puberty bone growth proceeds 
actively, and there is evidence to show that the subsequent 
ossification of the epiphyses and limitation of growth is the 
result of the establishment of full ovarian activity. Re- 
moval of the ovaries before puberty results in excessive 
bone growth, whilst pre-puberial growth in animals is 
hindered by injection of oestrogenic substance. The 
ovarian hormone inhibits the production of growth hor- 
more by the pituitary. With the lowered production of 
oestrogens at the menopause the pituitary is released from 
this inhibition, and the consequent liberation of larger 
amounts of growth hormone is possibly concerned in the 
aetiology of menopausal arthritis. Further evidence of 
the increased activity of growth hormone at the menopause 
is provided by the fact that many women at that time 
experience some enlargement of facial bones, resulting in a 
slightly acromegalic appearance. The use of oestrogenic 
hormone for menopausal arthritis, therefore, is not empiti- 
cal, and is always worthy of trial. 

Menopausal symptoms may persist for many years, and 
in some patients they do not appear until several years 
after the cessation of menses. This is because the cessa- 
tion of menstruation (menopause) does not necessarily coin- 
cide with cessation of ovarian function (climacteric). When 
the onset of symptoms occurs late they are sometimes 
called climacteric symptoms, but they are similar in every 
way to those so frequently associated with the menopause. 
They result from an oestrogenic hormone deficiency and 
respond equally well to treatment with this hormone. 
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Disease of the Vulva and Vagina 


During two or three years after the menopause the 
tissues of the vulva and vagina undergo atrophy. Their 
local resistance is lowered and the vaginal secretion tends 
to become alkaline in reaction ; secondary infection, there- 
fore, is common, and gives rise to the conditions of senile 
vaginitis and kraurosis vulvae.. These are made manifest 
by discharge, pruritus, and dyspareunia. The discovery 
of oestrogenic principles has made it possible to restore 
the vulva and vagina to their adult healthy state in a very 
short time, and resistance is thereby so enhanced that 
the local infection is quickly overcome. The effects of the 
oestrogens are so great that a cure is possible without any 
local treatment. Nevertheless, the additional tse of anti- 
septics is advantageous in that a cure is obtained more 
rapidly. For these conditions 5 mg. of oestradiol benzoaie 
should be injected twice weekly, and the patient is usually 
free from symptoms in one to three weeks. It is unwise 
to stop treatment too early, however, and, even in cases 
apparently cured, small doses of hormone should be con- 
tinued by mouth for two to three months, otherwise the 
disease may relapse. Kraurosis vulvae, as a rule, requires 
more prolonged treatment, and the response is sometimes 
delayed for two to three months. In resistant cases com- 
plementary treatment with vitamin A is useful. When 
treatment has been suspended for four to six weeks the 
epithelium returns to its atrophic condition, but the symp- 
toms do not recur unless reinfection takes place or unless 
treatment is discontinued before the lesions are completely 
healed. 

In order to illustrate the value of oestrogenic hormone 
therapy in cases of senile vulvitis and vaginitis, the results 
of forty-three ccnsecutive cases treated by Dr. A. A. 
Gemmell and me are presented. In thirty-five cases the 
vaginal lesion was predominant, whilst in eight the vulva 
was mainly affected. The details are shown in Tables I 
and If. 


Tasit I.—Senile Vaginitis, 35 Cases (Natural Menopause, 
29 Cases ; Artificial Menopause, 6 Cases) 
Years alter menopause : 
Under 3 years, 6 cases: over 10 years, 14 cases. 
Treatment : 
Oestradiol benzoate, i.-m. at 1-7 day intervals .. all cases 


Oestrone by mouth | to 3 times daily 18 cases 
+ Vaginal pessaries 2 cases 
Local applications of 3°, mercurochrome all cases 


Total dosage (excluding treatment of relapses): 


4-42 mg. (av. 18-6 mg) 
3-40 mg. (av. 13.5 mg.) 


Oestradiol benzoate 
Oesirone 


Duration of treatment (excluding treatment of relapses): 


2-3 months .. 6 cases 


| month and less 12 cases i 
5 More than 3 months 2. ,, 


1-2 months .. 


Results (based on 6-36 months’ observation): 
Symptoms cured in all cases within 10-20 days. 


Cured but relapsed later .. 
Still under treatment... 
Treatment not completed .. 1 case 


Taste 1.—Kraurosis Vulvae, 8 Cases (Natural Menopause, 
5 Cases; Artificial Menopause, 3 cases) 


Years after menopause : 


. Less than 4 years, 0; 4-10 years, 3; more than 10 years 
5 cases. 


Treatment : 


Oestradiol benzoate i.-m. every | to 7 days in all cases. 
Oestrone by mouth in 3 cases; local antiseptic applications 
in all; vitamin A in 1. 


Dosage (excluding treatment of relapses): 
Oestradiol benzoate: 6-10 mg., 4 cases; 20-40 meg., 
3 cases; 90 mg., 1 case. 
Oestrone: 5-8 mg. in 3 cases. 
Duration of treatment (excluding treatment of relapses): 


Less than | month, 2 cases; 1-2 months, 4 cases; 
6-12 months, 2 cases. 


Results (based on 6-36 months’ observation): 
Cured (leucoplakic appearance persisted in 1) .. 
Cured but relapsed (subsequently cured). . 
Lesion cured but pruritus persisted 
Treatment not completed ‘ 


Oestrogenic hormone therapy is often advised for pruri- 
tus vulvae for which no cause such as senile atrophy is 
apparent. The results, however, are poor unless the 
symptoms are associated with defective ovarian function. 
Leucoplakia of the vulva, a condition in which under- 
activity of the ovaries is not an essential aetiological factor, 
rarely responds well to oestrogens. The pruritus is some- 
times relieved, but the typical leucoplakic appearance 
persists, 

Oestrogenic hormone therapy has a place, however, in 
the treatment of gonococcal vaginitis in children. The 
vagina in children is susceptible to the gonococcus because 
its resistance is not fully developed until puberty ; oestro- 
genic hormone, by converting the epithelium into an adult 
State, is therefore valuable. Every one or two days 0.1 mg. 
of oestrone should be injected, and also administered 
orally twice or three times daily. Local antiseptics are 
advisable as well, although the enthusiasts for this treat- 
ment claim that the pus cells and organisms disappear 
from the vagina within a few weeks even if no local 
treatment is given. 


Genital Hypoplasia 


The development of the vagina, uterus, and Fallopian 
tubes from the infantile to the adult state is brought about 
by oestrogenic hormone. Hypoplasia of these organs is 
due, therefore, either to a hormone deficiency or to an 
inherent defect in the organ which renders it insensitive 
to hormone stimulation. In cases where the genital struc- 
tures are relatively unresponsive the adminisiration of 
abnormally large amounis of hormone may be sufficient 
to stimulate them, but in many hormone therapy, like any 
other therapy. is valueless. Yet if the fauli is a deficiency 
of oestrogens the administration of these principles will 
always bring about complete development of the hypo- 
plastic organ in a very short time. In any given case, 
however, it is impossible to foretell whether the uterus will 
or will not respond to hormone stimulation. As a rule, 
when the degree of under-development is gross and the 
uterus only rudimentary, treatment is of noavail. Moderate 
degrees of uterine hypoplasia may be made manifest by 
amenorrhoea, oligomenorrhoea, spasmodic dysmenorrhoea, 
and sterility. Amenorrhoea is best discussed separately, but 
with regard to the remaining symptoms oestrogenic hor- 
mone is sometimes useful in treatment. However, it should 
only be administered during the post-menstrual and interval 
phases of the menstrual cycle, and large doses are required. 
Treatment should be continued for three to six months. 
The results are not always good and symptoms often 
persist even though the uterus becomes fully developed. 

The fact that the size of the uterus can be increased by 
these principles is widely known, but it is less often appre- 
ciated that the development of the vagina can also be 
improved. If the vagina is absent or incompletely 
canalized, such treatment is obviously valueless, but for 
patients with from short or narrow vaginae much can 
be done by means of hormones. 
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This is well illustrated by the case of a single girl aged 21. 
She complained of primary amenorrhoea, and investigation 
under general anaesthesia revealed a vagina so narrow that 
it would only admit a No. 9 rubber catheter, and vaginal 
examination was impossible. The uterus felt so small on 
rectal palpation that there seemed no hope that the amenor- 
rhoea could be cured. The breasts were also under-developed 
and the pubic hair absent. After this examination the narrow 
Vayzina was filled with a solution of sodium iodide. The radio- 
graph (Fig. 3) shows that the upper vagina was well developed, 
whereas in its lower two inches it was very narrow. After two 
months’ treatment with 80 mg. of oestradiol benzoate, the 
development of the lower vagina was such that the introitus 
appeared normal and bimanual examination was quite eas\ 
even without anaesthesia. Fluid opaque to x rays Was again 
injected into the vagina, but this time the catheter had to be 
inserted through a large cork which was necessary to keep 
the fluid in the vagina. Fig. 4 demonstrates conclusively the 
degree of vaginal development which had taken place. 


Amenorrhoea and Missed Abortion 


Before initiating treatment of amenorrhoea by means 
of oestrogens, it is essential to exclude any general 
disease as the cause of the amenorrhoea and also 
to exclude disorders of other endocrine glands such 
as the pituitary and thyroid. Odcestrogenic hormone 
therapy for amenorrhoea depends on the phenomenon 
which is usually termed “ oestrin withdrawal haemor- 
rhage.” This means that if a uterus which is sensitive 
to hormones is subjected to a continuous and powerful 
oestrogenic influence, and the influence is then with- 
drawn, bleeding takes place within ten days of cessation 
of treatment. It is estimated that about 25 to 30 mg. of 
oestradiol benzoate, given in divided doses, are necessary 
to produce such haemorrhage. It is not, however, true 
menstruation, since the endometrium remains in the non- 
secretory or interval phase. Nevertheless, it is of import- 
ance, since it means that, given adequate dosage and a 
uterus which is responsive, uterine haemorrhage can be 
produced in almost all cases of amenorrhoea. But it is 
replacement therapy only, and the effect is obtained only 
so long as treatment is continued, unless the patient's 
ovaries are capable of spontaneous function. 

However, some patients of youthful age suffering from 
primary amenorthoea (delayed puberty), and 20 to 25 
per cent. of cases of secondary amenorrhoea, are per- 
manently cured. In these the menstrual cycle is merely 
suspended, and once it has been set in motion by the 
powerful hormonic impulse it is capable of continuing 
without further aid. Nevertheless, primary amenorrhoea 
in patients over the age of 20 and secondary amenorrhoea 
of long standing rarely, if ever, respond permanently to 
oestrogenic hormone therapy. 

It is most important to bear these facts in mind, par- 
ticularly in view of the widely advertised use of oestrogens 
for amenorrhoea. Unless there is reason to believe that 
the patient’s ovaries are capable of spontaneous function, 
it is unjustifiable to produce, at great expense and trouble, 
a few attacks of pseudo-menstrual haemorrhage. No 
permanent good can result, and the amenorrhoea is sure to 
return when treatment is suspended. The same applies 
to the treatment of all forms of genital hypoplasia. It is 
pointless to subject the patient to treatment for several 
weeks or months if, at the conclusion of that treatment, 
the ovarian function is so poor as to be unable to prevent 
the tissues undergoing atrophy and returning to their 
original state. This point requires emphasis, since not 
only is the treatment in such cases without any permanent 
benefit, but it may be harmful in that it tends to depress 
any activity of which the ovaries may be capable. 
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Oestrogenic substances increase the sensitivity and 
amplify the contractions of the uterus: this effect, how. 
ever, iS not an instantaneous one, and several days” treat. 
ment is required before the maximum uterine response js 
obtained. If injected into pregnant animals such as the 
mouse, Oestrogens produce abortion by overriding the 
inhibitory action of the corpus luteum. Nevertheless, the 
prolonged administration of the largest amounts of this 
hermone rarely, if ever, brings about the premature 
termination of normal pregnancy in the human being, 
When, however, the foetus is dead but retained jn 
ulero, a deficiency in the amount of oestrogenic 
hormone is demonstrable in the blood. If then this 
deficiency is rectified by the continued administration of 
oestrogens, the sensitivity of the uterus is increased to such 
an extent that even if the uterine contents are not expelled 
spontaneously they are at once delivered when oxytocic 
drugs are given: 4 mg. of oestradiol benzoate should be 
injected intramuscularly every eight hours for eight days, 
Quinine and pituitary induction should be carried out on 
the fifth and, if necessary, repeated on the eighth day, 
hormone injections having been continued in the mean- 
time. In a series of forty cases of missed abortion and 
missed labour I have been able to induce spontaneous 
evacuation of the uterus by such means in 80 per cent. of 
cases. This treatment is of the utmost value, since it 
avoids mechanical methods of induction with their risks 
of injury, haemorrhage, and sepsis. 


Uterine Inertia 


Since uterine action is to a large extent dependent on 
oestrus-producing principles, insufficiency in_ their 
supply may result in uterine inertia in labour. This is a 
supposition which so far remains without proof, but has 
justified the trial of oestrogenic hormone therapy for 
ineffective uterine action in labour. It is of no value if 
emotional influences, disproportion, or malpresentations 
are the cause of the inertia. Moreover, it should not 
replace but merely supplement the usual methods of treat- 
ment. Morphine should always be administered in the 
first place, and, if efficient pains do not supervene when 
the patient is rested, then oestradiol benzoate should be 
injected intramuscularly in doses of 2 mg. every hour for 
ten doses. Efficient uterine contractions are not usually 
seen until a few hours after the first injection, All ob- 
servers are not-agreed as to the efficacy of this treatment, 
but in a series of eighty-eight personal cases good results 
were obtained in 50 per cent. In all of these cases other 
methods of treatment had been tried and had failed, and 
the average duration of labour before hormone treatment 
was forty-six hours. If the patients with some local ab- 
normality such as disproportion and incomplete or faulty 
rotation of the head are excluded, the treatment was suc- 
cessful in over 70 per cent. of cases. Nevertheless, oestro- 
genic hormone therapy is likely to prove of greater value in 
the prophylactic than in the curative treatment of inertia, 
since the maximum increase in uterine sensitivity and 
tone is not apparent until the oestrogens have been ad- 
ministered for some days. It is very difficult to forecast 
the occurrence of inertia, but when the uterus remains 
atonic in the later weeks of pregnancy, oestradiol benzoate 
should be injected intramuscularly in doses of 2 mg. once 
or twice daily for the last two to three weeks of pregnancy. 


Breast Conditions 


The action of the oestrogens on the breast is stimulating 
so far as the development of glandular tissue is concerned. 
They are useful, therefore, in conditions of breast under- 
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development, but the breasts will atrophy at the con- 
clusion of treatment unless ovarian function is adequate 
to maintain their integrity. This development of the 
breasts is Often seen during the treatment of patients 
suffering from ‘amenorrhoea and may also eccur in post- 
menopausal Women receiving oestrogenic hormone therapy 
for conditions such as senile vaginitis. 

Chronic mastitis, or involutionary mastitis or miasto- 
pathia, as it is variously termed, is most commonly seen 
jn patients approaching the menopausal age. These 
nedular painful breasts benefit from continued treatment 
with the oestrogens. Once the breasis have been restored 
to normal by means of these hormones, however, great 
care needs to be exercised in gradually reducing dosage, 
for sudden cessation of treatment may be followed by 
a return of symptoms. 

Of recent years the use of these principles for suppress- 
ing lactation has been widely advertised. Odcstrogenic 
substances, although stimulating breast development, do 
not bring about the secretion of milk—this is the function 
of an anterior pituitary hormone designated prolactin. 
Oestrogenic substances, by their inhibitory effect on- the 
pituitary, actually suppress lactation, and their production 
by the placenta during pregnancy explains why lactation 
does not occur until the preducts of conception are 
expelled. Large amounts of oestradiol benzoate injected 
daily during the puerperium undoubtedly inhibit lactation 
and breast engorgement, but once again the dose should 
e reduced gradually, otherwise the breasts may become 
engorged when treatment is suspended. It is claimed that 
sometimes even small doses of oestrone, 2 to 6 mg. taken 
by mouth during the course of three to six days, are suf- 
ficient to prevent the discomfort of engorged breasts when, 
for any reason, breast feeding is contraindicated. More 
usually, daily injections of | to 2 mg. of oestradiol ben- 
zoate are required. 


Other Indications for Treatment 


In addition to the above applications of oestrogenic 
hormone therapy, however, it is used for infantilism, 
alopecia, facial hirsutes, migraine, haemophilia, peripheral 
vascular disease such as Raynaud's disease, and thrombo- 
angiitis obliterans, and also in certain pituitary disorders. 
A single dose of 5 mg. of oestradiol benzoate administered 
about the tenth or twelfth day of the menstrual cycle is 
believed, by means of its effect on the pituitary, to assist 
in ovulation and promote corpus luteum formation. It is 
therefore recommended for patients suffering from an 
ovular menstruation and sterility. Furthermore, oestrogens 
are advised for skin diseases such as acne, hyperpiesis of 
all types, hyperemesis gravidarum, diseases of the eye, and 
even urethral incontinence! Newborn babies do not 
escape from its administration, for it is claimed that 
Premature babies thrive better if 0.05 mg. of oestrone is 
added to their diet each day. 

It would seem that oestrogenic substances are in danger 
of being advertised as a “ cure-all,” and it is not surprising 
that the results of oestrogenic hormone therapy for these 
multitudinous conditions and symptoms are very variable 
and, on the whole, disappointing. As a rule it is value- 
less unless the condition in question is associated with 
puberty, the menopause, or some endocrine disturbance 
in which the diagnosis of a deficiency of oestrogenic 
hormone can be reasonably established. 

The last indication for oestrogenic hormone therapy 
that I wish to discuss is female sexual frigidity. It is 
logical to suppose that this condition would prove most 
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amenable to oestrogens since, as their name implies, their 
essential characteristic is that they are responsible for 
oestrus in animals. Except under their influence the female 
animal will not receive the male. Although post-meno- 
pausal women sometimes experience increased libido dur- 
ing Oestrogenic hormone therapy for other conditions, 
patients complaining of sexual frigidity rarely, if ever, 
derive any benefit from the administration of oestrogens. 
This finding is in accord with the known clinical facts 
that there is no definite cycle of sex desire in woman 
and that sex desire is not usually dependent on the state 
of ovarian activity. Loss of sexual appetite does not 
often coincide with the menopause, and even nympho- 
mania may occur in women from whom all ovarian tissue 
has been removed surgically. Human love and kindred 
emotions are, for the mest part, under the control of the 
central nervous system, and the cause of sexual disorders 
is almost always psychological rather than endocrinologi- 
cal, and so is their treatment. 


Untoward Effects of Oestrogenic Hormone Therapy 


The oestrogens are essentially growth-promoting in their 
efiects, and it was at cne time feared that their extended 
use might result in the development of neoplastic change 

particularly in the breast and uterus. So far no clinical 
evidence has been brought forward to substantiate these 
fears, and most-‘authorities regard the oestrogens, when 
used in ordinary dosage, as being harmless in this respect. 
However, it is of interest to note that in the series of 
forty-three patients treated for vaginitis and kraurosis 
vulvae, three developed carcinoma cervicis some monihs 
after oestrogen therapy. It is intended to publish sepa- 
rately the details of these cases, but it should be stated 
here that there is no definite evidence that the hormone 
administration was the cause of the neoplastic develop- 
ment. Nevertheless, these occurrences emphasize the 
importance of investigating the conditions of cervix and 
endometrium in middle-aged women before undertaking 
treatment with oestrogens. These substances are definitely 
contraindicated in the presence of any “ pre-cancerous ™ 
lesion. 

In children and post-menopausal patients painful swell- 
ing of the breasts may occur during treatment ; this, how- 


ever, rapidly subsides when treatment is discontinued. 


Oestrogenic hormone therapy not infrequently provokes 
uterine haemorrhage in post-menopausal women. This 
appears to bear no definite relation to the amount of hor- 
mone administered, and is of no serious significance. Eight 
of the forty-three patients treated for senile conditions of 
the vagina and vulva experienced uterine bleeding during 
or after treatment. 

So far as is known at present, the most harmful effect 
of oestrogenic substances is depression of ovarian activity. 
Evidence shows that this is a real possibility, and it 
behoves us to be most careful in the treatment of young 
patients suffering from oligomenorrhoea, dysmenorrhoea, 
and sterility. To minimize the risk to the ovaries in 
young patients, treatment should never be prolonged for 
more than a few months, and it should be given inter- 
mittently rather than continuously. 


Stilboestrol 


The naturally occurring oestrogens are oil-soluble sterols 
all containing a phenanthrene ring. It was at one time 
considered that this chemical basis was essential for their 
oestrogenic properties. It was then discovered that com- 
pounds of a more simple structure may be oestrogenic, 
and recently one of these—diethyl-stilboestrol (stilb- 
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oestrol) has come to the fore. This compound can be 
prepared synthetically, and already its cost is much less 
than that of oestrone and oestradiol. Moreover, it can be 
administered orally or parenterally, and the evidence so 
far available shows that it is as active by mouth as it is by 
injection. One milligramme administered orally exerts 
an eflect equal to that of the same amount of oestradiol 
benzoate injected intramuscularly. The only disadvan- 
tage is that stilboestrol in large doses frequently produces a 
sensation of nausea and malaise. This occurs after 
parenteral as well as oral administration. It is doubtful 
whether stilboestrol, which, so far as we know, does not 
occur naturally, should be regarded as a “hormone.” I 
prefer to regard it as a hormone substitute. 

Stilboestrol, even when given by mouth, has been shown 
to produce good results in the treatment of genital hypo- 
plasia, amenorrhoea, menopausal symptoms, senile vagin- 
itis and vulvitis, suppression of lactation, and, in fact, all 
the conditions for which oestradiol and oestrone have 
proved their value. Moreover, | have used it with success 
to induce labour in cases of intra-uterine death of the 
foetus. The dosage laid down for oestradiol should form 
the basis of stilboestrol therapy, but when it is administered 
by mouth it is advisable to give it more frequently and in 
slightly larger quantities. The same principles of treat- 
ment should be followed, and it is rarely necessary to give 
more than 5 mg. daily. 


At the present time stilboestrol therapy is still in the trial 
stage, but the initial reports go to prove its value. Figs. 1 
and 2 illustrate the effect of stilboestrol on the vaginal epti- 
thelium. The original smear (Fig. 1) was obtained from a 
woman suffering from senile vaginitis: SO mg. of stilboestrol 
were administered by mouth during a period of five days 
and no local antiseptics were used. The second smear, that 
of a healthy vagina, was obtained six days after beginning 
treatment, 

The efficacy of stilboestrol is further evidenced by a recent 
case of kraurosis vulvae occurring in a woman aged 72. The 
condition had been present for five years, during which time 
she had received all manner of treatment, Including x-ray 
therapy on two occasions. No form of treatment had given 
her more than slight and temporary relief from her intense 
pruritus. When the patient was first seen by the author the 
vulva showed a severe degree of kraurosis vulvae with super- 
imposed ulceration and induration 
The lightest touch produced unbearable pain (Fig. 5). Large 
doses of stilboestrol were given by intramuscular injection and 
also by mouth. In the course of seventeen days she received 
220 mg. of stilboestrol (probably an unnecessarily large dose), 
but no other treatment except the local application of an an- 
algesic Ointment to ensure sleep. At the end of that time the 
second photograph (Fig. 6) was taken, and this shows the vulva 
completely healed except for two small ulcers. The patient 
was then given 3 mg. of stilboestrol daily, and one month 
later she was free from symptoms and the kraurosis was cured, 


Hormone therapy is, no doubt, still in a crude state, but 
already it has passed beyond the stage of “ gland extracts.” 
Oestrogenic substances, both natural and synthetic, are 
pure chemical compounds dispensed by weight and possess- 
ing remarkable properties. It is truly amazing that such 
small amounts of material can exert such pronounced local 
and general effects. Stilboestrol is an adequate substitute 
for the natural oestrogens, and possesses advantages in that 
it is cheaper and is also equaily active when administered 
by mouth. Treatment must, however, be based on physi- 
ological principles, and often needs to be prolonged for 
some time before its full effect is manifest. Careful selec- 
tion of cases suitable for treatment is essential, and the 
empirical use of oestrogenic substances can only lead to 
disappointment, 


the result of scratching. * 


GLOMANGIOMA 


A FORM OF * PAINFUL SUBCUTANEOUS 
TUBERCLE” 


BY 


ALAN C. LENDRUM, M.A., B.Sc. M.B., Ch.B. 
Assistant’ to the Professor of Pathology, University of 
Glasgow ; Assistant Pathologist, Western Infirmary, 
Glasgow 


AND 


W. ARTHUR MACKEY, M.B., Ch.B., F.R.F.P.S., 
F.R.C.S.Ed, 
Assistant to the Professor of Surgery, University of Glasgow; 
Dispensary Surgeon, Western Infirmary, Glasgow 


Seeciat PLATE) 


Less than three years ago we published a brief paper on 
an entity then regarded as extremely rare, the tumour of 
the neuro-myo-arterial glomus (Mackey and Lendrum, 
1936). In concluding our paper we quoted the aphorism 
of Picard (1931), that recognition of this, as of all rarities, 
demands only that it be borne in mind: the truth of this 
has been strikingly shown by the fact that in the inter- 
vening brief period we have seen a further twelve cases. 
Since the lesion is one which is usually productive of quite 
crippling pain in its victim, and since its treatment, too 
often unreasonably delayed, is of the simplest and most 
satisfactory nature, it appears desirable to bring this inter- 
esting litthke tumour to more general notice. 

It would be surprising had a lesion with such a clamant 
syndrome remained quite unobserved, and indeed there 
can be litth doubt that tumours of this nature must have 
constituted a portion of the group described in 1812 by 
Wood as painful subcutaneous tubercle (Greig, 1928): but 
its histological identification had to await the work of 
Masson (1924), who also suggested its probable origin 
from the normal arteriovenous anastomoses present in the 
skin. 


Clinical Features 


It is characieristic of these cases that symptoms greatly 
overshadow signs. The patient presents himself because 
of pain, usually in a limb, and generally paroxysmal. In 
many cases the pain is related to a “ trigger point,” sensi- 
tive to a minimum of trauma; in others the attacks are 
elicited by change of temperature or even by change of 
position ; whilst attacks no less severe may seem entirely 
spontaneous in origin. If the tumour lie in the fatty sub- 
cutaneous tissue it may take the form of a bluish nodule 
of angiomatous appearance, which has frequently been 
observed to engorge during a painful attack. The patient, 
however, may fail to observe the nodule or to relate it to 
his pain. In some cases, especially if the lesion be sub- 
ungual, no abnormality is to be seen 

Inquiry usually elicits the fact that the symptoms have 
developed gradually, sometimes over many years, and 
frequently the onset is related to a single obvious trauma, 
especially in the subungual tumours. The typical pain is 
often preceded by vague tinglings and mild discomforts ; it 
is at first moderate in degree, local in distribution, and 
merely occasional, but it tends to increase in severity, to 
radiate more and more widely, and to occur with greater 
frequency. Ultimately the pain is agonizing, and the 
patient may even demand amputation of an afiected finger 


* Read in the Section of Pathology and Bacterology at the 
Annual Meeting of the British Medical Association, Aberdeen, 1939. 
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(Case V ; and Fingerland, 1938). If aware of the origin 
of his pain, he often evolves a complicated defence 
mechanism to protect the trigger area, One of our patients 
(Case |), a physician, had come to use only those pockets 
accessible to his left hand because a glomangioma on the 
back of his right hand made its use intolerable, and for 
the same reason he would never shake hands in the normal 
fashion. Another (Case II) slept with his arm over the 
edge of the bed lest the bedclothes might touch the 
sensilive area. 

The radiation of the pain does not follow the distribu- 
tion of any skeletal nerve, but tends to be diffuse, to 
involve an entire limb, to spread to the adjacent part of 
the trunk, and even to involve another limb. Blumental 
(1937) describes a woman of 53, who for sixteen years 
had increasing pain in the left arm with radiation to the 
precordial area, leading to a false diagnosis of angina 
pectoris. During the last three years a small blue sub- 
ungual tumour had developed on the ring finger of the 
left hand. Surgical removal led to the cure of her pain. 
Histologically the tumour was a typical glomangioma., 

It is often in the milder attacks that the patient is best 
able to identify the focus of origin of his pain; when the 
paroxysm is more violent he may feel that a large area 
is suddenly involved or even that the pain begins elsewhere 
and spreads toward the focal point. The type of pain 
described above is similar to that which Leriche (1939) 
has attributed to disturbance of the sympathetic neuro- 
vascular mechanism. In this regard it is noteworthy that 
many patients have observed the affected limb to be con- 
stantly either warmer or colder than its fellow (Case ID, 
or to show disturbance of the sweat mechanism (Lee, 
1938). Barré’s case (Masson, 1935) actually showed on 
the aflected side a Horner syndrome, which disappeared 
on removal of a subungual tumour. Stabins et al. (1937) 
have studied the vasomotor reactions associated with 
glomus tumours, and report two cases in which before 
removal of the tumour the limbs showed a markedly 
asymmetrical recovery of temperature after cooling, a 
disparity which disappeared in a week or two following 
operation. 


Case Histories 
Case I 


A man aged 48. Tumour on dorsum of right hand, just 
proximal to index knuckle. His trouble began at the age of 
39: at that time he was operated on for appendicitis, and, 
following the operation, the hand, which apparently had been 
placed behind his hip. was painful. This pain disappeared 
and he had no complaint for three years. Thereafter he became 
subject to attacks of pain of progressively increasing severity, 
localized on the dorsum of the right hand in the region of the 
index metacarpal. These attacks were almost invariably 
induced by trauma, even of mild degree, and ultimately he 
devoted great care to the shielding of the hand from the 
lightest external stimulus (hand-shaking, touch of clothing). 
The pain was worse when the hand was dependent, and was 
slightl, alleviated by elevation of the limb: it did not radiate, 
and it was never elicited by temperature changes. There was 
no local vasomotor upset. but during a severe attack of pain 
his face was blanched. 

The patient. a physician. was mystified by the earlier attacks, 
for there was no visible local abnormality, but in the course 
of time he became aware of an extremely sensitive bluish 
nodule which increased gradually in size, and at the time of 
consultation (March 23, 1938) was fully three-quarters of an 
inch in diameter. It was roughly hemispherical. of a bluish 
colour suggesting a subcutaneous varix, and the patient stated 
that when painful it was notably engorged. The diagnosis of 
tlomangioma seemed obvious, and operative removal was 


carried out under local anaesthesia by one of us (W. A. M.). 
Histologically this is a typical glomangioma of solid cellular 
type but showing in addition a pronounced dilatation of one 
of the blood spaces. There has been no recurrence of pain 
(May, 1939). 

Case Il 


A man aged 73. Outer side of right upper arm. In this 
case symptoms were severe over a period of thirty years. The 
patient cannot remember the onset, but he has been aware 
for the period stated of a small bluish lump on the outer side 
of his right arm. It was agonizingly painful if touched: he 
was led, therefore, to avoid crowds, and even to sleep with 
his arm over the edge of the bed to avoid the contact of the 
sheets. Despite his care the pain gradually became worse, 
both in severity and in frequency, and some attacks might stop 
his work for half an hour, He knew no way of relieving 
it. There was no radiation of the pain. Occasional attacks 
were spontaneous in origin. During the crises the tumour 
was turgid and prominent. At all times the affected arm was 
colder than its fellow; since removal of the tumour by Mr. 
J. J. Robb, of Dundee (1938), this phenomenon has disappeared 
(395 38, Dundee Royal Infirmary). This is a well-encapsulated 
glomangioma of typical fully differentiated type. 


Case Ill 


A man aged 61. Web between fourth and fifth fingers of 
right hand. In this case the glomangioma appears to have 
developed as a direct result of trauma, Ten years ago the 
fifth finger was abducted violently by accident, causing severe 
pain; therealter the patient gradually became subject to attacks 
of pain in the injured web, and concurrently he noted the 
development there of a small bluish nodule. The pain was 
often spontaneous, but was readily provoked by touching, so 
that he would not allow the doctor to handle the part. In 
some attacks it appeared to shoot down the arm from the 
shoulder to the hand. He found that he could diminish the pain 
by immersing the hand in hot water, but in no other way. 
He had not noted any change in the tumour during the pain, 
or temperature difference between the two limbs. The tumour 
was removed by Mr. Walter Campbell, of Dundce (1938). 
(679/38, Dundee Royal Infirmary.) This is a_ typical 
glomangioma of differentiated ty pe. 


Case IV 


A man aged 24. Left shin. For fourteen years he had had 
a bluish lump on the middle of the front of the Jeft shin, for 
the most part without discomfort. For the last two years, 
however. there had been increasing pain: he described this as 
a feeling of stiffness and soreness, situated in the lesion, and 
radiating laterally to the calf, and up and down the front of 
the leg and to the knee. It was aggravated by exercise, 
especially when, at his work, he carried heavy loads. Occa- 
sionally pressure over the site caused pain to shoot up the 
front of the thigh. The lesion appeared to be more sensitive 
to heat than to cold, and latterly his sleep had thus been much 
upset. He noted that when painful the lesion became 
congested, swollen and dark in colour, There was no history 
of trauma. 

Examination (W. A. M.) revealed a mulberry-like mass with 
a coarsely nodular surface, bluish in colour as if engorged 
with blood: it was one and a half inches in vertical length by 
one inch in breadth. The patient made no complaint of 
tenderness when it was examined. The first impression was 
of a localized varicosity, but the absence of change in the 
remainder of the saphenous system, the long history, and 
the slow growth led to a diagnosis of venous angioma. So 
thin was the overlying skin that some sacrifice of this at 
operation seemed probable. Under local anaesthesia (February 
26, 1936) a short transverse flap was therefore raised; the lesion 
was then seen lying almost free, like a bunch of small grapes, 
in a pocket in the subcutaneous fat. It was dissected out with 
ease. and found to be united, not to a vein, but merely to a 
thin fairly firm pedicle, which was clamped and ligated. lt 
seems probable that this included the afferent vessel of the 
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tumour (162, 1936, Western Infirmary, Glasgow.) This, our 
first case, is fully described in our previous publication. It is 
histologically the most differentiated glomangioma of the 
series, a fact which helped the microscopical identification 
(Fig. 2). 


Case V 

A woman aged 44. Tumour subungual, left middle finger. 
This case has a long history, for symptoms were noted first 
at the age of 11, following punishment at school with “ the 
strap.” Thereafter the left hand was noted to become numb 
on exposure to cold. The time of actual appearance of the 
pain was not exactly remembered. In the early stages she had 
from time to time the sensation of a needle prick in the tip 
of the left middle finger, and by the age of 20 the syndrome 
was well established. She was suffering then from attacks of 
pain in the finger which radiated over an ever-increasing area, 
ultimately involving the homolateral half of the body, The 
attacks varied in severity, minor ones always localized in 
the finger or centred in it, while the more severe were of wide 
distribution and might appear to start elsewhere for example, 
in the toes of the same side. Recent attacks were noted some- 
times to be spontaneous, but more usually were precipitated 
by trauma to the finger or by exposure to heat or cold. Pain 
caused by trimming of the nail was described as maddening. 
She knew of no method of aborting the pain. which by 1928 
Was Occurring in attacks lasting one and a half hours and more 
recently was practically continuous, A noteworthy feature of 
the case was the fact that the affected finger showed no visible 
abnormality; nevertheless she had asked repeatedly for its 
amputation, and so convinced was she of the site of origin 
of the pain that she cut into the finger-tip with a razor. Before 
this had healed she consulted Mr. C. A. Ferguson. who in 
March, 1937, made a presumptive diagnosis of glomangioma, 
and removed a small portion of subungual tissue (March 30, 
1937). (338/1937, Western Infirmary, Glasgow.) The tumour is 
a glomangioma of solid cellular type, and does not appear 
to be completely removed, 


This patient was seen in the autumn of 1938 and again in 
April, 1939: she has been entirely free of symptoms since the 
Operation (two years), and there is no sign of recurrence. In 
view of the work of Stabins e¢ al.. mentioned above, and of 
the possibility of persisting tumour remnant, it was decided 
to examine the temperature reactions of her hands. Dr. J. B. 
Gaylor kindly measured (April 25, 1939) the vascular dilatation 
as induced by the immersion of the legs in hot water, taking 
the skin temperature as index of blood flow. There was no 
significant difference between the two sides in the initial 
temperature of the finger-tips (indices and middle) under 
resting conditions or after the induction of vascular dilatation, 
Thus the dilatation in the involved finger and in the normal 
counterpart on the other side was both equal and normal. 
There appears to be at present no upset of the vasodilator 
response as assessed by skin temperature measurement. If, 
therefore, removal of the tumour has been incomplete, the 
remnant may well have become cicatrized, for there are neither 
symptoms nor signs of its presence. 


Case VI 


A man aged 53. Tumour on buttock; age at onset, 33 
years. The history of this case extends over a period of 
twenty years, and it begins with a fall in the sitting position. 

1 Shortly thereafter the patient became aware of a minute 
nodule in the buttock which was the centre of a sort of itching 
discomfort, gradually developing into pain of increasing 
severity. The pain occurred in attacks, some spontaneous, 
others precipitated by temperature change or trauma, and it 
radiated over an increasing area of the gluteal region. The 
patient noticed that the tumour was turgid during the painful 
attacks. He was never able to cut short an established attack 
of pain, but he did all in his power to shield the site. He 
sought medical aid first in 1931, when the nodule was incised, 
without benefit. He consulted Mr. W. A. McLennan (Sep- 
tember 29, 1938), who found a _ well-localized nodule, in 
appearance like a thinly covered convoluted varix. He _ per- 
formed a wide excision, and since then there has been no pain 
(April, 1939). (1181/38, Western Infirmary, Glasgow.) The 


— 


tumour, which is a cavernous type of glomangioma with a high 
content of glomus cells and a mature differentiated structure. 
lies partly in the deeper layers of the dermis where there is no 
real encapsulation, and partly in the subcutaneous fat, into 
Which it extends as a nodule, demarcated by a well-developed 
collagenous membrane (Fig. 1). The upper portion contains 
abundance of myelinated nervous tissue. There is no definite 
histological evidence of the incision performed in 1931. 


Case VII 

A man aged 41 years. Lateral aspect of right elbow. The 
trouble began at the age of 39 in an insidious way with the 
appearance on the lateral aspect of the left elbow of a small 
lump which at first had no special colour but gradually took 
the appearance of a venous angioma and shaded through 
blue to black. There were no symptoms in the early stages, but 
presently the patient began to suffer from tingling sensations 
in the whole arm which he learned could be relieved by 
rubbing the lump. The discomfort was not severe, and in 
fact it his interest were held he forgot it. The tingling 
attacks, however, gradually became more frequent, and he 
noted that elevation of the arm would often bring on an 
attack, a causal relation seen most clearly when he held the 
newspaper for reading. In the ordinary course the tingling 
would last for about five minutes, and was usually relieved 
by hanging the arm down. 

Latterly the tumour became obviously the trigger point, 
a blow on which would set up a paroxysm of numbing pain 
comparable to that experienced after trauma to the ulnar 


nerve (funny-bone). The pain lasted generally for a_ few 
seconds, but on occasion as long as ten minutes. It died 
away gradually, and he knew no way of relieving it. During 


the attacks of pain the whole arm became hot. The nodule 
was excised by Mr. R. S. Kerr (August 8, 1938). (995,38, 
Western Infirmary, Glasgow.) This is a sharply demarcated 
glomangioma lying in the deepest laver of the dermis, its 
Structure virtually identical with the deep nodule of the 
previous case (Fig. 3). There is considerable myelinated 
nervous tissue in the periphery. The patient was seen again 
in April, 1939, and was symptom-free. 


Case VIIL 


A young woman aged 18. Tumour on dorsum of right 
foot. From the time of her earliest memory the patient had 
been aware of a bluish nodule on the dorsum of the right 
foot. This had been neither painful nor tender until a 
fortnight before consultation, when it became sensitive to 
pressure and also the seat of spontaneous pain. The pain 
spread up the front of the ankle region. She obtained some 
relief when recumbent. She noted that the nodule was some- 
times darker in colour when painful, and, furthermore, that 
the affected foot was often colder than its fellow. Examina- 
tion reveaied a bluish nodular lesion measuring approxi- 
mately 2 cm. by 1 cm. and projecting slightly above the level 
of the skin over the first cuneo-metatarsal joint of the right 
foot. Its appearance was that of a venous angioma or 
clustered varix. A presumptive diagnosis of glomangioma was 
made and the nodule excised by one of us (W. A. M, 
December 20, 1937). (1330/1937, Western Infirmary, Glasgow.) 
This is a typical cavernous glomangioma with the glomus cells 
Occurring as a single or double layer in the fibrous walls of 
the irregular blood spaces (Fig. 4). The patient was seen 
again (May 9, 1939). Some three months after the operation 
a bluish nodule appeared in the proximal wall of the opera- 
tion scar and increased slowly in size. It now measures about 
1.5 cm. by 1 cm., and reproduces on a slightly smaller scale 
the features of the original growth. She still feels the foot 
abnormally cold, but there has been no pain or tenderness 
since operation. Dr. J. B. Gaylor kindly investigated the 
thermal reactions of the feet (May 16, 1939). Vasodilatation 
was induced in the feet by heating the upper extremities. 
There was no significant difference in surface temperature 
between comparable areas on the feet, at resting level ofr 
during dilatation. It is justifiable, therefore, to conclude that 
the apparently recrudescent lesion is producing no objectively 
demonstrable vasomotor anomaly. 
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Case IX 

A man aged 53. Tumour on left shin. The history 
of this case is brief and unusually featureless. For about 
eighteen- months the patient was aware of a small spot on 
his left shin, which he regarded as a pimple and poulticed 
without result. It increased slowly in size: it was painful 
if struck, but was never the seat of spontaneous pain. On 
September 24, 1926, he consulted Mr. G. H. Edington, who 
found a dark purplish tumour, about half an inch in diameter, 
over the subcutaneous surface of the left tibia at the junction 
of the middle and upper thirds. It was mobile over the deep 
structures, and not sensitive to ordinary pressure. The 
appearances suggested melanoma, and free excision was carried 
out. Recovery was uneventful, and the patient has had no 
further trouble (October, 1938). It was reported as an unusual 
haemanzio-endothelioma, and the tissues were filed for future 
reference. The slides were discovered accidentally in 1938 
by Dr. J. S. F. Niven, who recognized the lesion as glom- 
angioma. This is histologically identical with, but somewhat 
larger than, the tumour in Case I. 


Case X 
A man aged 77. Ulnar border of forearm. In this case 
symptoms developed gradually over a pericd of eleven years. 
In the course of his occupation as a watchmaker the patient 
was accustomed to rest his left forearm on the edge of the 
work-bench, and he became aware that a certain point on 
the ulnar border of his forearm was abnormally sensitive 
to this pressure, producing a sharp non-radiating pain. In 
order to protect the sensitive point he wore a pad on his 
arm. There were no associated disturbances of the sympa- 
thetic nervous system. He was seen in 1938 by Mr. N. J. 
Logie of Aberdeen, who discovered a small tender nodule 
midway on the ulnar border of the left forearm. and made 
a clinical diagnosis of glomangioma. The tumour was 
removed and the patient’s discomfort completely relieved. 
Histologically the tumour is a glomangioma of solid cellular 
type. 
Case XI 

A man aged 31. Skin over left third metacarpo-phalangeal 
joint. The clinical history, for which we are indebted to Dr. 
G. P. Middleton of Ballater, begins in 1929 with the appear- 
ance of a small bluish nodule over the third left metacarpo- 
phalangeal joint. The patient has no recollection of any 
trauma as possibly causative. Attacks of pain were elicited 
by lifting weights and by trauma, but not by temperature 
changes. The attacks were never spontaneous and the nodule 
was not tender. During the painful periods, which never 
lasted more than five minutes, the tumour was blue and 
swollen; pressure on it at this time did not affect the pain. 
The pain radiated to the front of the joint and distally to the 
first interphalangeal joint of the same finger. a distribution 
which had not increased in extent, although the intensity of 
the pain had become greater. During the paroxysms there 
was generalized sweating. He knew no way of relieving the 
pain, which passed off gradually. The tumour was incised in 
1935 and some brown granular material obtained ; it swelled 
up again a few months later. He was sent to Mr. Fowler of 
Aberdeen in November, 1937, and the bluish soft fluctuant 
tumour was removed (16981 37, Royal Infirmary, Aberdeen). 
Histologically this is a glomangioma of rather differentiated 
cavernous type: it shows little evidence of the earlier incision. 
He has had no trouble since (May, 1939), apart from a little 
throbbing pain for a day or two in the spring of 1938. 


Case XII 

A man aged 59. Medial aspect of elbow. For this 
ind the following case we are indebted to Professor Keith 
Inglis of Sydney : both were included in our previous paper. 
While this case was under treatment for epithelioma of the lip 
2 pedunculated soft blue mass was noted on the medial aspect 
% one elbow and was removed for examination. It is not 
recorded whether the lesion was painful (Sydney Hospital, 
"$1920). Histologically the tumour was a glomangioma of 
Mature structure almost identical with Case IV, 


Case XIII 


A boy aged 12. Lateral aspect of knee. This lad presented 
a painless swelling on the lateral aspect of the knee considered 
to be the result of a blow witha cricket ball seven years before. 
At operation an unencapsulated tumour of fatty vascular 
appearance was found, lying antero-lateral to the tendon of the 
biceps femoris. It was unattached to skin or to any of the 
deeper structures (Sydney Hospital, 16001/1936). Histo- 
logically this is a typical example of the solid cellular type of 
glomangioma ; it is illustrated jn our previous paper. 


Case XIV 


A woman aged 46. Pulp of left index finger. We owe 
this case to the courtesy of Dr. T. C. Patterson, pathologist 
to the Bolingbroke Hospital, London. His patient had com- 
plained for two years of pain in the pulp of the left index 
finger. This pain had an extraordinary periodicity, for it 
occurred regularly in attacks beginning one week before the 
onset of menstruation and persisting until the end of the flow. 
At these times the pulp of the finger was tensely swollen. She 
had noted the presence in the pulp of the finger of a small 
spherical tumour, extremely sensitive to trauma, and on 
several occasions a knock had brought on such pain that she 
fainted. In general her suffering was greater in wet weather. 
It is possibly of interest that as a result of an accident twenty 
years previously the affected finger was the seat of mallet 
deformity. The tumour is a white spherical elastic nodule, 
0.6 cm, in diameter. Histologically it is a glomangioma of 
small cavernous type, with abundant glomus cells. 


Case XV 

A woman aged 50. Palmar aspect of middle phalanx of 
left index finger. In 1914 she suffered from pain in the left 
index finger similar in character and site, so far as she can 
remember, to her recent complaint. The pain disappeared, 
however, and there was a period of freedom lasting twenty- 
four years. About one year ago there appeared a small tender 
swelling close to the skin on the palmar aspect of the second 
phalanx of the left index finger. The tenderness had lately 
become extreme, and deep pressure produced a pain of sicken- 
ing character. The pain tended to be paroxysmal, and was 
elicited by the lightest touch or by cooling, as when taking 
the hand out from below the bedclothes ; spontaneous attacks 
also occurred. The pain radiated to the point of the finger, 
never up the arm. During the attacks, which lasted from one 
to several hours, the nodule appeared harder. There were 
no associated vasomotor disturbances. The only known 
method of relief was to immerse the hand in water as hot as 
could be borne. She made conscious efforts to protect the 
sensitive finger, keeping it flexed and holding her arm against 
the breast. She can recall no injury to the finger. Mr. 
Fowler of Aberdeen (to whom we are indebted also for the 
clinical notes) made a diagnosis of glomangioma, and excised 
the nodule (727/1939, Royal Infirmary, Aberdeen). Histo- 
logically this is a small circumscribed glomangioma of 
moderately differentiated cavernous type. 

In the syndrome produced by glomangioma four 
features appear to be of outstanding importance ; these 
are pain, radiation of pain, associated vasomotor upset, 
and an aetiological relationship with trauma. Of our 
fifteen cases, only one was painless. In eight the pain 
radiated, and in seven there were associated vasomotor 
disturbances. The validity of a history of trauma is diffi- 
cult to assess, but in three of our cases the disease was 
definitely brought on by injury, and in three others there 
is a strong presumption that a preceding injury was 
causative. 


Pathology 


The gross appearance of this tumour would seem to be 
primarily dependent on its site. If it occurs in the nail- 
bed, where there is litth room for expansion, it has the 
form of a nodule of rather cellular-looking tissue, not 
obviously angiomatous. In other sites the tumour is 


; 
high 
ture, 
is no 
into 
loped 
tains 
finite 
| 
38, 
ated 
its 
the 
ated : 
gain 
ight 
had 
ight 
il a 
to 
pain 
ome 
me- ‘ 
that 
ina- 
OXi- 
evel 
ight 
or 
was 
M., 
yw.) 
ells 
of 
een 
‘ion 
out 
oot 
1eSs 
the : 
ion 
ies. 
ure 
or omy RE 
hat 
ely 


680 Sepr. 30, 1939 


situated in the deeper layer of the dermis and commonly 
expands into the adjacent fat as a bluish somewhat lobu- 
lated mass, rarely more than 2 cm. in greatest diameter. 
It may resemble a localized varix. The occurrence of 
multiple glomangiomata has been recorded (Bergstrand, 
1937; Lee, 1938), but this is rare; the reports have un- 
fortunately not always been accompanied by illustra- 
tions (Touraine ef al., 1936). Weidman and Wise (1937) 
describe a case with forty-eight subcutaneous lesions which 
they consider to be telangiectases of glomera, an explana- 
tion they suggest is applicable to other reported cases. 

In our histological description we follow the classifica- 
tion suggested by Masson (1935) in his study of forty- 
seven cases. The general structure is that of a tumour of 
blood spaces characterized by the presence in the walls of 
large cuboidal cells, the so-called glomus cells to be dis- 
cussed later. The three main variations on this theme are 
produced by unequal growth of the constituent tissue 
elements; when the glomus cells show a predominance then 
the first impression is of a sheet of epithelial-like cells in 
which lie narrow clefts iined by endothelium (Masson's 
paucivascular form). When the connective tssue is pre- 
dominant and the vascular spaces larger, the appearances 
are essentially those of a cavernous angioma modified by 
the presence of glomus cells, which reveal the true nature 
of the growth. In this form the glomus cells may be 
scanty, but characteristically lie in a row or rows parallel 
to the endothelium and separated from it by a well-defined 
fibrous layer ; there is frequently straggling continuity with 
the glomus cells of adjacent blood spaces. A_ further 
element of these tumours is nervous tissue, and rarely this 
is so proliferated that the appearances are those of neuro- 
fibroma (Dupont, 1935). In the majority there is partici- 
pation of all three elements and an orderly arrangement 
that has been interpreted as indicating the origin of this 
tumour in hyperplasia of the normal glomus, rather than 
in true neoplasia (Masson). In all types the histological 
structure may be complicated by focal areas of prolifera- 
tion-—fibromatous, neurofibromatous, or fibromyomatous. 
Myxomatous degeneration in the stroma or general oedema 
of the growth occurs not uncommonly. 

A detailed description of the typical appearances is 
given in our earlier publication, and the additional cases 
give no cause for modification ; it may, however, be noted 
that none of our cases has shown any tendency towards 
the neuromatous form, despite the ample evidence of pain 
in the clinical hisiories, and that nervous elements have 
not been found in those showing a generalized pauci- 
vascular structure. It remains only to describe the glomus 
cells, since it is on the presence of these that the diagnosis 
rests. These large cuboidal cells have a striking and 
peculiarly uniform appearance; they have a_ circular 
nucleus with a well-stained reticular chromatin, a pale 
rim of cytoplasm, and a well-marked limiting membrane 
as shown by Masson's trichrome stain. There seems no 
doubt that this is the same type of cell as is seen in the 
wall of the Sucquet-Hoyer canal of the normal arterio- 
venous anastomosis of the skin. In places they show 
evident transition to smooth muscle cells, and some con- 
tain minute fuchsinophil twigs and granules which Masson 
considers to be the precursors of smooth muscle fibres. 
Only once have we noted a mitotic figure in one of these 
cells. 

For the histologist the differential diagnosis is generally 
easy, although in some unusual cases with neuromatous 
overgrowth confirmation may be obtained, as Dupont 
(1935) points out. only by a careful study of the periphery 
of the tumour. The paucivascular form of glomangioma 
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may (Dupont, 1935) show some resemblance to cylindroma 
(sweat-gland adenoma), but we have noi seen a tumour 
such as Dupont describes. Silver impregnation of the 
reticulum is a helpful diagnostic method when dubiety of 
this type exists, since the reticulum in glomangioma js 
delicate where it is in relation to the epithelioid glomus 
cells and tends to run between them as very fine fibrils, 
In cylindroma, on the other hand (three cases), the reticu- 
lum is much thicker and shows a frankly peri-alveolar 
membrane with no tendency to fine branching or inter- 
cellular spread. 
Related Cases 


Since our imerest was aroused in the glomangiomata 
we have seen two cases with highly suggestive history and 
clinical findings, which, however, do not show the full 
combination of histological features characteristic of 
glomangioma ; both are histologically cutaneous cavernous 
angiomata. The first (Case XVI) shows a few celular 
areas approaching the structure of capillary angioma, and 
in addition the presence in the fibromatous and partly 
myxomatous stroma of abundant myelinated nerve fibres 
and irregular masses of smooth muscle; no glomus cells 
are seen in the tumour. The other (Case XVII) shows a 
lesion of rather uniform type with the structure of simple 
cavernous angioma, situated in the dermis. The endo- 
thelium lining the blood spaces is prominent in places and 
is supported by bands of dense connective tissue of adult 
type, presenting no evidence of neural or muscular tissue. 
In short, the lesion shows none of the complexity charac- 
teristic of glomangioma. 


Case XVI 

A woman aged 46. Medial aspect of second toe of left foot. 
The history begins eight years ago. The patient had an 
operation for removal of an ovarian cyst, and within four or 
five days of this she became aware of a throbbing feeling 
in the second toe of the left foot. The pain began as occa- 
sional short stabs in the medial side of the toe, at which 
time there was no abnormality to be seen. As time went on 
the pain came in attacks of progressively longer duration, and 
latterly they have been as long as two weeks, and never shorter 
than two days. Sometimes a few months would pass without 
any pain. For at least six years she has associated the pain 
with a small bluish nodule on the medial side of the toe, 
which was always extremely sensitive to trauma. When she 
was much on her feet or otherwise tired the pain tended to be 
worse. Latterly the pain has been of the type of an extreme 
soreness, radiating from the toe to the dorsum of the foot, 
giving there the sensation of millions of pins and needles. 
During the attacks the tumour was swollen and there was a 
tense prominent vessel on the dorsum of the toe. She knew 
of little to relieve the pain: sometimes it seemed as if 
elevation of the limb or warmth was of some comfort, but 
so slight that she begged for excision of the nodule (1932), 
and would have been willing to sacrifice the foot (1936). She 
consulted Mr. A. I. L. Maitland in October, 1938, and he 
removed the nodule on November 3 (1325/38, Western 
Infirmary, Glasgow). She was seen again on May 11, 1939. 
Since operation she has been free of pain. It was observed 
that she had, on the medial aspect of the third toe of the right 
foot. a small brownish symptomless nodule of rubbery con- 
sistence, which she is certain is of the same type as the 
original painful nodule. 

Case XVII 

A young man aged 19. Ulnar border of left forearm. 
When the patient was 10 years old he observed the presence 
of a small blue nodule rising above the skin of the ulnar 
border of his left forearm. At times it seemed to swell, but 
it was some years before any pain was associated with it. 
The pain took the form of attacks of throbbing discomfort 
aggravated by heat. Latterly this local discomfort changed 
in character to become a feeling rather of numbness in the 
nodule, associated during the attacks with a tingling pain in 
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the fourth and fifth fingers of that hand. None of the 
symptoms was disabling. Attacks were usually spontaneous 
jn origin, but could be precipitated by a sharp blow. The 
duration of the discomfort was from thirty minutes to a few 
hours. -A tentative diagnosis of glomangioma was made, and 
the tumour was removed by one of us (W. A. M.) in April, 
1937 (643/37, Western Infirmary, Glasgow). Since then the 
patient has had no further pain, but periodically experiences a 
feeling of coldness in the fourth and fifth fingers of the left 


hand. 


Treatment 

So far as our observations go these tumours are entirely 
benign, pursuing a slow growth which is _ self-limited. 
Treatment by complete excision is usually very easy. 
Many are so sharply demarcated that they will shell out, 
but since histological examination shows in some Cases 
part of the tumour embedded in the collagenous dermis, 
it would seem preferable to remove an ellipse of skin. 
Despite the highly vascular nature of the growth, its 
removal is practically bloodless, and if the vascular pedicle 
be recognized one is surprised by its thinness. Local 
anaesthesia is perfectly satisfactory, and we have not 
found it to be attended with any special difficulty. In 
view of the uniformly good results attending excision, it 
is extraordinary that in many cases the latter has been 
withheld for years. 

Comment 

In view of the experience of Masson (forty-seven cases) 
and to a lesser extent of our own, there can be little 
doubt that in glomangioma we are dealing with a definite 
entity which is far from rare. Its actual frequency may 
indeed be higher than the published records suggest, since 
this small tumour will rarely be removed if it is producing 
no disturbing symptoms. One of our cases (No. XIII) 
was definitely painless, and similar examples have been 
published by Picard (1931) and by Schreus (1934). 

In each of our cases the tumour was situated on a limb. 
Freudenthal er al. (1937) have cast doubt upon certain of 
the published cases, and especially upon those occurring 
elsewhere than on the hands. It is of especial interest 
that Grauer and Burt (1939) report two cases of glomangi- 
oma of the penile skin and submit a series of illustra- 
tions which fully establishes their claim. The histological 
features of all the cases in the present series fully conform 
with the criteria established by a critical reading of the 
literature at the time of our previous publication ; the 
illustrations of the present paper are complementary to 
the earlier series. There is no histological difference 
between the tumours on the hand and those occurring 
elsewhere. 

As mentioned above, the important constituent of these 
tumours is the glomus cell, which is probably a modified 
or specialized form of blood-vascular smooth muscle cell. 
Freudenthal ef al. point out the frequent painful nature of 
cutaneous leiomyoma, and state: “It can hardly be a 
Mere coincidence that the unstriped muscle cell is the 
mother cell of both the painful tumours.” Certainly our 
histological study leads us to believe that the pain of the 
tumour is quite independent of its neural content. 

In a significantly high proportion of cases the develop- 
ment of glomangioma has followed a single severe trauma. 
Reuther (1938) has suggested that the persistent pain 
which may follow injury to the coccyx may be related to 
the presence of the glomus coccygeum, and in fact may be 
associated with actual glomangioma formation. So far 
as we know this is unconfirmed. 

Since Masson suggested for this tumour the term 
“tumour of the neuro-myo-arterial glomus ~ various other 


names have been proposed, the most recent being 
“tumour of the neuro-vascular body” (Aschoff, 1938). 
This nomenclature seems unnecessarily cumbersome and 
therefore inferior to “ glomangioma ~ (Bailey, 1935). 


Summary 

Fifteen cases of glomangioma are reported, 

Their relation to “ painful subcutaneous tubercle ™ is 
discussed, 

A description is given of the striking clinical picture, 
and a brief discussion of the pathology. 

The simplicity and efficacy of complete operative re- 
moval are emphasized. 


Except where specifically designated, those named in the 
text are colleagues in Glasgow ; to all we are grateful for their 
generosity and ready help. We are also indebted to Professor 
D. F. Cappell of Dundee, Professor Keith Inglis of Sydney, 
and Professor J. S. Young of Aberdeen, for their supply of 
material, and their friendly interest. The photomicrographs 
are by Mr. John Kirkpatrick, of the Department of Pathology, 
University of Glasgow. 
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In view of the separation of Burma in 1937 the triennial 
review of the state of the hospitals and dispensaries during 
1935-7 has special interest. Financial stringency during the 
previous three years had led to a very close supervision of the 
medical department with a view to economies. Little progress 
or expansion was then possible, but in the succeeding triennium 
happier conditions prevailed, and the work of the medical 
department increased much, irrespective of the additional work 
arising from separation. The actual number of hospitals and 
dispensaries in Burma at the end of 1937 was only 294, and work 
is already proceeding to add considerably to this total. In 
Burma the Western methods of medical treatment are highly 
popular. Malaria cases numbered 469,074 in 1937, and it is 
remarked in the report that “the prevention and treatment 
of this disease, which is a menace to Burma, constitutes one of 
the most important as well as the most difficult tasks of the 
public health and medical departments.” Adequate supplies 
of quinine were maintained in all hospitals and dispensaries. 
All hospitals in snake-infested areas stock anti-venine. Anti- 
tetanic serum is used as a prophylactic in all cases of severe 
injury and contaminated wounds. A tuberculosis and leprosy 
relief association has been formed under the patronage of the 
Governor of Burma, and it is hoped that a complete scheme 
for combating both diseases will come into operation before 
long. Cases of venereal disease are also common and are 
treated at all hospitals, some of which provide now special 
clinics. The establishment of a special venereal diseases 
block at the Rangoon General Hospital is under consideration. 


— 
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ELECTROSURGICAL OBLITERATION OF 
THE GALL-BLADDER WITHOUT 
DRAINAGE 
(THOREK’S OPERATION) 

BY 
HAMILTON BAILEY, F.R.C.S. 


AND 


R. J. McNEILL LOVE, M.S., F.R.C.S. 
Surgeons, Royal Northern Hospital 
(WitTH SPECIAL PLATE) 

When an operation has given, and is giving, satisfactory 
results in the hands of a generation of surgeons it Is 
difficult to bring convincing evidence that any change in 
the accepted practice is warranted. Extirpation of the 
gall-bladder by Thorek’s method is a case in point. Our 
experience of 129 consecutive cases of this method 
compels us to admit that in changing our technique we 
have made a change-for the better. 


Principles of the Operation 


Standard cholecystectomy and cholecystectomy by 
Thorek’s method differ only in one essential particular. 
In standard cholecystectomy the gall-bladder is removed 
in toto; in Thorek’s cholecystectomy the portion of the 
gall-bladder attached to the liver, and that portion only, 
is left attached and its mucosa destroyed by electro- 
coagulation. By allowing this strip of the gall-bladder to 
remain the integrity of the liver as an encapsulated organ 
is preserved. When in standard cholecystectomy the gall- 
bladder is dissected from the liver, of necessity there is 
a bare area—an area bared of capsule—from which 
seepage of bile and venous oozing are bound to occur, and 
drainage of the peritoneal cavity becomes a necessity. In 
Thorek’s operation bile canaliculae or venules are not 
opened, and therefore drainage is unnecessary. Prima 
facie examination of this statement might lead to an 
assumption that the absence of a drain .is basically un- 
important. On the contrary, practical experience has con- 
vinced us that, by obviating the necessity for drainage, 
extirpation of the gall-bladder becomes an _ operation 
carrying a smaller risk, much less post-operative pain, 
and a shortened convalescence. 


Disadvantages associated with Drainage after 
Cholecystectomy 


Pulmonary complications are encouraged because of the 
patient’s unwillingness to expectorate and to aerate his 
lungs fully. Restricted respiratory excursions are due 
(a) to the presence of the tube itself; (6) to the local 
peritonitis caused by free bile. It will be realized that 
drainage in this instance is the reverse of being dependent. 
A puddle of bile and blood collects in Rutherford 
Morison’s pouch or even extends beyond it. This sub- 
phrenic irritation must cause reflex as well as voluntary 
restriction of diaphragmatic movement. Approximately 
half the deaths after standard cholecystectomy are due 
to pulmonary complications. 

Pain.—A medical man operated upon by us before we 
were familiar with Thorek’s technique stated that every 
time he took more than a shallow breath it seemed as 
though a knife was sticking into his liver. He was afraid 
to cough, for even if he supported his abdomen with his 
hands the pain associated with coughing was intense. 


These symptoms disappeared when the drainage tube was 
removed. 


Frequent dressings are required in standard cholecyst. 
ectomy. With Thorek’s operation the wound need not 
be disturbed until the stitches are due to be removed. 


Infection of the wound in the immediate neighbourhood 
of a cholecystectomy drainage tube is inevitable. True, 
this infection is usually so limited as to be unimportant, 
but it may add days or even weeks to the period of 
invalidism, 

An incisional hernia is always more liable to occur when 
the peritoneal and muscular suture line is interrupted by 
the passage of a tube. 


Technique 


Thorek’s operation is based upon the fact that the gall- 
bladder bed can be rendered dry by electrocoagulation, 
Thorek emphasized the distinction between monopolar 
sparking, or fulguration, in which charred tissue prevents 
penetration and consequent sterilization, and _ bipolar 
electrocoagulation, during the application of which the 
tissues turn white and are coagulated. The steps of 
Thorek’s operation are as follows: 


1. The operative field is exposed in the manner favoured by 
the individual surgeon, and the necessity for cholecystectomy 
is established. 

2. The gall-gladder is emptied by aspiration, or, if necessary, 
stones are expressed through an incision in the fundus. 
Thorek has devised an aspirator and bile receptacle for this 
purpose, but suitable arrangements can be improvised. 

3. The cystic duct and cystic artery are exposed by dis- 
section, and divided between ligatures, as in the standard 
operation. 

4. The gall-bladder is split (Plate, Fig. 1) and the redun- 
dant portion excised with scissors or by electrocoagulation. 
The posterior wall of the gall-bladder, which remains attached 
to the liver, is then treated by electrocoagulation (Fig. 2). 
A current of low voltage and high amperage causes rapid 
dehydration and yields the best results. The current should 
be turned on when the electrode is firmly in contact with the 
tissues, so as to avoid fulguration. 

5. When the posterior wall of the gall-bladder has been 
electrocoagulated the edges are approximated with catgut 
sutures, either interrupted or continuous. The needle should 
not penetrate the liver substance, 

6. A detached portion of the falciform ligament or a free 
omental graft is stitched over the sutured remnant of gall- 
bladder (Fig. 3). Surgical toilet receives attention, and the 
abdomen is closed without drainage. 


The following are the results obtained in our series of 
cases by the employment of Thorek’s method: 


Results 


; Uneventful Recovery, | No. of Cases Average 
No. of Cases and Healed by with Com- Stay in Mortality 
First Intention plications Hospital 


129 122 7 20days | Nil 


The complications include four patients who developed 
infection of the abdominal wall, probably due to acci- 
dental soiling by infected bile. One of these, whose 
condition on the table necessitated rapid closure, developed 
partial disruption of the wound, and a biliary fistula, 
but eventually made a good recovery. Another patient, 
a medical man who had had considerable post-anaesthetic 
cough and vomiting, burst his wound on the fourth day. 
The wound was resutured, and he then made an un- 
interrupted recovery. During resuture the operation field 
was inspected and found to be perfectly dry, and the flap 


Sept 


of falct 
bladder 
bile duc 
biliary 
In at 
or less 
gall-blac 
coagulat 
represen 
a flap o 
above. 
The a 
more, \ 
several 
state of 
cystosto 
includes 
and thr 
patients 
made a 
been 
the ab 
inadvisc 
formed. 
owing | 
obese f 
rendere 
present. 
operatic 
cholecy 


was pel 


Expe 
oblitera 
standar 
the mo 


Dimi 
376 un: 
tality ¢ 
cent. 

Post- 
We ha’ 
conval 
pared 
few di 
have n 
simple 

Rap! 


10 hea 


Elect 
trams 
phrenic 
these ¢ 
series 
portior 
the no 
having 


sieros 


aDnorn 


clagno 
Patient 
March 


f 
{ 
% 
| 
| 
4 
— 
| 
a 


sec 


Sept 30, 1939 


URETHROGRAPHY 


Tue Brivis 683 
MEDICAL JOURNAI 


of falcitorm ligament was firmly adherent to the gall- 
bladder bed. Two cases, in which drainage of the common 
bile duct with a T-shaped tube was necessary, developed 
a biliary fistula, which subsequently closed spontaneously. 

In a few cases where the gall-bladder possessed a more 
or less complete mesentery we have removed the entire 
gall-bladder without damage to the liver capsule, and 
coagulated the narrow strip of cellular tissue which 
represented the gall-bladder bed, covering the area with 
a flap of falciform ligament or omental graft, as described 
above. 

The above series of cases is entirely unselected. Further- 
more, we have performed Thorek’s cholecystectomy in 
several instances where previously, owing to the enfeebled 
state of the patient, we would have substituted chole- 
cystostomy for the standard cholecystectomy. This series 
includes a child of 8, one patient of 85, another of 81, 
and three over 70 years of age. There were also seven 
patients with an empyema of the gall-bladder, all of whom 
made an uneventful convalescence after the wound had 
been closed completely. In four cases, omitted from 
the above table, Thorek’s operation was considered 
inadvisable, and a standard cholecystectomy was _ per- 
formed. In two cases this was due to difficulty of access 
owing to fibroses and contraction of the gall-bladder in 
obese patients, and in another recent inflammation had 
rendered the gall-bladder friable and local peritonitis was 
present. With regard to the fourth patient, four previous 
operations rendered accurate dissection impossible, so a 
cholecystostomy, followed later by cholecystgastrostomy, 
was performed. 


Summary 


Experience confirms our opinion that electrosurgical 
obliteration of the gall-bladder is a distinct advance on the 
standard operation of cholecystectomy. A summary of 
the more important advantages is as follows: 


Diminished Mortality.—Thorek found his mortality in 
376 unselected cases to be 0.5 per cent. The average mor- 
tality of the standard operation in skilled hands is 2 per 
cent. 

Post-operative discomfort is reduced to a minimum. 
We have been deeply impressed by the smoothness of the 
convalescence and absence of worrying symptoms as com- 
pared with those which commonly occur during the first 
few days after the standard operation. Many patients 
have no more discomfort than if they had undergone a 
smple appendicectomy. 

Rapid Convalescence.—It is exceptional for the wound 
‘0 heal other than by first intention. 
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Electro-encephalograms of Psychotics.—Electro-encephalo- 
grams of 180 unselected cases and fifty-two chronic schizo- 
Phrenics have been studied. The fundamental patterns in 
these cases cannot be distinguished from those of a control 
sries of 500 “normals.” There was, however, a larger pro- 
Portion of patients whose records showed variations outside 
the normal range. All the patients clinically diagnosed as 
having epilepsy or “ psychosis with associated cerebral arterio- 
Slerosis” showed abnormal variations, though equally 
zbnormal variations were distributed throughout all the other 
Giagnostic groups.—Electro-encephalograms of Psychotic 
Patients. P. A. Davis and H. Davis.—Amer. J. Psychiat.., 
March, 1939, 95, 1007. 
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While the use of pyelography and cystography has helped 
to revolutionize diagnostic precision in gei.'o-urinary 
surgery, the recognition of the utility of ureth-ography 
has lagged behind in the advance. Urethroscopy, like 
cystoscopy, affords a great deal of essential information 
in the investigation of local disease. But there are several 
pathological conditions in which additional data, and in 
some cases the only exact data, can be obtained by the 
x-ray examination of the urethra after the injection of a 
radio-opaque fluid, which outlines the canal and any 
irregularities in its walls. 


Technique 


THE FLUID 

The essentials of a fluid for use in urethrography are: 
(1) That it should be innocuous. (2) That it should cause 
no pain and no spasm during injection into the urethra 
(3) That it should be sufficiently opaque to x rays to 
give a shadow of good definition in contrast with bone 
and with the great thickness of soft tissues which must be 
penetrated in taking these pictures. It must also be ot 
sufficient opacity for clear outlines to be cast in the 
radiograph by even small amounts of the fluid in tiny 
recesses of the urethra. (4) It should not be so thick 
in consistency as to fail to enter the smallest saccy'e of 
the urethral canal, or so thin as to flow too readily 
out of recesses into which it has been injected. 

Trials have been made with several fluids. Sodium 
bromide or sodium iodide in watery solution is thin and 
is miscible with urine, but it is not so radio-opaque as 
other fluids available for urethography, although it is 
efficient for cystography where a large bulk of fluid 
is photographed and for pyelography where less depth 
of soft tissue has to be penetrated or where the injection 
of a thick fluid might be attended with danger. The 
same considerations apply to uroselectan. The ordinary 
lipiodol (Lafay) or neo-hydriol viscous (May and Baker) 
is 40 per cent. iodine in poppy-seed oil. This has all 
the properties desirable for urethrography except that 
it is too thick in consistency to penetrate freely into 
very small recesses which may be present in the urethra 
This thick fluid also requires to be injected under a 
greater degree of pressure, a condition which tends to 
add dangers to the procedure. 

The preparation that has proved most satisfactory in 
obtaining urethrograms with complete filling and precise 
outline, without difficulty and without danger, has been 
lipiodol fluid (Lafay) or neo-hydriol fluid (May and 
Baker). This has the same iodine content—namely, 
40 per cent.—as the ordinary lipiodol, but the mediun 
is the ethylic esters of the fatty acids of poppy-seed oil, 
which is a much thinner fluid, of lower viscosity, and 
it runs much more freely in the urethra. This fulfils all 
the requirements of urethrography, and | now use this 
fluid for all urethrograms. 


METHOD OF INJECTION AND RADIOGRAPHY 
The instrument I would recommend for making the 
injection is a simple all-glass urethral syringe of 20 ¢.cm. 
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capacity. With this, one has complete and delicate control 
of pressure in injecting the fluid. The urethral nozzle 
with rubber bulb does not afford quite such delicate 


control. There are also several special instruments for 
making the injection into the urethra, including a com- 
bined urethral nozzle, penis clamp, and detachable 
syringe. 


The patient, his bladder previously emptied, lies in the 
dorsal position on the radiological table. A plain radiograph 
is then taken of the whole bladder, prostatic and urethral 
regions. The glans is cleaned by swabbing with antiseptic 
lotion, the 20-c.cm. bottle of opaque fluid is heated to body 
temperature by being stood in a bowl of warm water, and 
the whole of the fluid is drawn up into the sterile urethral 
syringe. Slowly 10 c.cm. of the fluid is injected through the 
meatus. The passage of the fluid during the injection may 
be observed on the screen. By this means the true calibre 
of the urethra in its different sections can be seen. This 
10 c.cm. of fluid is enough to fill the whole anterior urethra, 
and in most cases some of the fluid will be observed to have 
passed through the membranous urethra, to have outlined the 
prostatic urethra, and to have just entered the bladder. If the 
injected fluid is held up at the sphincter urethrae membranaceae 
the patient should be instructed to try to micturate ; then, as 
the sphincter opens, the fluid from the distended anterior 
urethra passes back into the posterior urethra. With a little 
experience it is easy to recognize by touch when the injected 
fluid has passed through the sphincter to fill the whole urethra. 
Never should pressure be used to overcome obstruction, what- 
ever the cause. One of the reasons for the injection of not 
more than the 10 c.cm. in the first instance is that it is in 
most cases a safeguard against excessive pressure. The fluid 
having been made to fill the whole length of the urethra, a 
penis clamp is applied immediately behind the glans, or, what 
is preferable to this, the index finger and thumb retain their 
hold after the injection and serve as the clamp. 

The second radiograph (Plate, Fig. 1) is now taken—an A.-P. 
view—the penis being held in the dependent midline position. 
The other reason for injecting not more than 10 c.cm. initially 
and then taking a radiograph is this: in some cases the upper 
end of the urethrogram is obscured by the cystogram being 
superimposed upon it, so that it is desirable to take at least 
one picture after the injection of the first 10 c.cm. when 
only a litthe of the fluid is in the bladder and therefore 
the cystogram shadow is very small. The urethral syringe 
is now reapplied to the meatus and the remaining 10 c.cm. of 
fluid slowly injected. This ensures the complete filling and 
distension of the urethral canal and of any recesses and 
diverticula communicating with it. It also sufficiently fills the 
bladder to give a picture of the base and the outlet. Com- 
plete outlining of the bladder would require the injection of 
a further several ounces of fluid. This in the case of a dilated 
bladder might be a considerable quantity. However, it may 
now be done if a complete cystogram is required to supple- 
ment cystoscopy and if it has not already been obtained 
either by uroselectan excretion or sodium bromide injection. 


The 20 c.cm. of fluid having been injected, three radio- 
graphs are now taken to complete the picture—one antero- 
posterior view, one right oblique view, and one left oblique. 
(Figs. 2-4.) The antero-posterior view is taken with the penis 
held in the dependent midline position. The patient is then 
rolled on to his right side through an angle of 45 degrees, held 
there by a sandbag under the left trochanter, and a radio- 
graph taken. This is the right oblique. The patient is now 
rolled on to his left side into the corresponding position of 
45 degrees of list, and the final radiograph taken. This is 
the left oblique view. The complete urethrographic picture 
therefore comprises five radiographs—namely : 

. Plain A.-P. view of urethra, prostate, and bladder regions. 
A.-P. view with 10 c.cm. of radio-opaque fluid injected. 
A.-P. view with injection of 20 c.cm. of fluid completed. 
. Right oblique at an angle of 45 degrees. 
. Left oblique at an angle of 45 degrees. 


When these radiographs have been obtained the patient is 
directed to evacuate the opaque fluid completely. Further 
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information is sometimes obtained by observing upon th 
screen the passage of the fluid through each section of the 
urethra during this act of micturition. 


It should be mentioned that a few cases have been 
reported of severe and, in at least one instance, of fatal 
consequences due to oil embolism via the veins to the 
lungs following the injection of oily fluids into the 
urethra. I can only say that if such a risk is present 
I have fortunately never met it. I have never observed 
any clinical manifestations suggestive of such complica- 
tions, and am of the opinion that their occurrence must be 
very rare indeed. Before ascribing to the oil injected any 
reaction which may occur, it must be remembered that 
severe and even fatal consequences have been reported 
in occasional instances after the simple passage of a sound, 
However, any dangers are minimized, if not eliminated, 
by proper care in making the actual injection ; and this 
applies to dangers, both general such as those just men- 
tioned, and local such as spreading of infection or rupture 
of a diverticulum. 


Interpretation of Urethrograms 


ANATOMY OF URETHRA 

The total length of the average urethra is eight inches, 
Its general anatomical outline when patent is depicted in 
Diagram I. The prostatic urethra extends from the out- 
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diaphragm, is surrounded by the prostate, and is spindle- 
shaped, one and a half inches in length and one-third 
of an inch in diameter at its widest part. From its floor 
rises the verumontanum, about three-quarters of an inch in 
length, just below the middle of which is the utriculus pro- 
staticus (or masculinus), into the margins of whose orifice 
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open the two ejaculatory ducts. Along either side of the 
verumontanum is the prostatic sinus, into which open 
the numerous ducts of the prostate. The membranous 
urethra is that portion which is situated between the two 
fasciae of the urogenital diaphragm; it is surrounded 
by the sphincter urethrae membranaceae (compressor 
urethrae) and is about half an inch in length and one- 
fifth of an inch in diameter, being the narrowest part 
of the whole urethral canal with the exception of the 
external meatus. The cavernous (or spongy) urethra 
extends from the inferior fascia of the urogenital dia- 
phragm to the external meatus. Its length is about six 
inches, and it varies in calibre in different parts. Imme- 
diately below the urogenital diaphragm the canal enlarges 
slightly compared with the membranous urethra and then 
after a distance of about one-quarter of an inch it opens 
out suddenly into the dilated bulbous portion. The bulb 
js about one and a quarter inches in length. Below the 
bulb the urethra is of a uniform diameter of about 
one-quarter of an inch until it dilates again into the fossa 
navicularis about half an inch before it reaches the 
external urinary meatus. 

The prostatic and membranous portions are usually 
referred to together as the posterior urethra, while the 
cavernous portion is called the anterior urethra. The 
membranous portion is comparatively rarely the site of 
jocalized disease, and, moreover, being the narrowest part 
of the whole canal, it is easily differentiated from the 
portions above and below. For these reasons it is con- 
venient clinically to look upon the half-inch of the mem- 
branous urethra as the boundary area, or “ no man’s land,” 
the part above, or prostatic portion, constituting for 
practical purposes the posterior urethra, and the part 
below, or cavernous portion, the anterior urethra. 


APPEARANCES IN URETHROGRAM 

Except when urine is being passed or fluid has been 
injected, the urethral canal is a collapsed tube throughout 
its length. In the normal urethra its capacity in its 
different sections can only be seen at full calibre by view- 
ing it under the screen during the actual injection of the 
radio-opaque fluid. In the normal radiograph the appear- 
ance is that represented in Diagram II. 

The prostatic urethra shadow in the antero-posterior 
radiograph is a narrow spindle with a central clear area 
caused by the verumontanum. In the oblique lateral views 
the verumontanum causes the spindle-shaped shadow to 
be indented on its posterior aspect. The membranous 
urethra shadow in both the A.-P. and oblique views shows 
as a thin line for a length representing half an inch. It is 
the narrowest part of the whole urethrographic shadow, 
and on this account is easily recognizable. In many 
urethrograms the continuity of the shadow is completely 
interrupted in the membranous urethra, the contraction 
of the sphincter expressing all opaque fluid. This short 
section where the urethrogram is discontinuous is equally 
valuable in orientating the membranous urethra. 

The cavernous urethra immediately below the urogenital 
diaphragm shows as a small olive-shaped shadow separated 
by a notch from the next wide dilatation—namely, that 
due to the bulb. This short olive-shaped portion of the 
urethra is sometimes described as part of the membranous 
urethra, but it should be rightly regarded as part of the 
cavernous urethra. It joins the bulb at a distinct angle, 
open forwards, and it is at this point that the chief danger 
arises of the formation of false passages due to careless 
instrumentation. As a result of this angulation, together 


with the anterior curvature taken by the bulb, the relative 
directions of the posterior and the anterior urethra form 


almost a right-angle. This is manifest in the oblique 
lateral views. In the antero-posterior view the urethro- 
gram sometimes gives the appearance of a reduplication 
or twisting of the urethra upon itself at this point. Below 
the elongated dilatation of the bulb the urethrogram 
shadow narrows again to a uniform width throughout 
the penile segment until it reaches the dilated fossa 
navicularis, 


Pathological Conditions Demonstrated by Urethrography 


By recognizing these various landmarks in the urethro- 
gram it is easy to define the portion of the urethral canal 
in which is situated any abnormality demonstrated in the 
picture. 

PROSTATIC URETHRA 


In this portion the commoner abnormalities which may 
be demonstrated are prostatic calculi, abscesses, prostatic 
diverticula of all types, inflammatory polypi, and en- 
largements of the prostate gland. Prostatic calculi will be 
seen in the plain x-ray picture. Prostatic abscesses are 
most often the result of gonococcal infection. When the 
acute condition has subsided, following in most cases the 
rupture of the abscess into the prostatic urethra, urethro- 
graphy may be utilized to demonstrate the existence and 
the extent of any residual abscess cavities. In other cases 
prostatic diverticula are the result of infected and dilated 
prostatic ducts without the previous existence of an actual 
localized abscess in the gland. Such diverticula occur after 
prostatitis, and are also a common consequence of back 
pressure and infection behind a stricture in the bulb. All 
these abscess cavities, diverticula, dilated ducts, or other 
abnormal saccules opening into the prostatic urethra can 
be readily filled with the injected radio-opaque fluid and 
their outline very clearly defined in the urethrogram. The 
outline of the diverticulum may be a single wide-mouthed 
cavity, a long sinus leading from a4 bulbous 
cavity, Or a ramifying series of sinuses like a bunch of 
grapes. 

Inflammatory polypi in the prostatic urethra give filling 
defects. Simple enlargement of the prostate produces 
changes in the contour of the prostatic urethra, and these 
are recognizable in the urethrogram. Enlargement of the 
two lateral lobes produces a flattening of the urethra from 
side to side and an increase in its antero-posterior Measure- 
ment. There is also a lengthening of the prostatic urethra 
Enlargement confined chiefly to one lateral lobe causes a 
distortion or lateral curvature as seen in the prostatic 
urethrogram. Enlargement of the middle lobe with intra- 
vesical projection shows in the oblique view as a marked 
anterior curving of the upper portion of the prostatic 
urethra and also in some cases as a filling defect at the 
neck of the bladder. Carcinoma of the prostate does not 
give a sufficiently characteristic appearance in the urethro- 
gram for any reliance to be placed upon it as a means 
of diagnosing malignancy. All one can say to date, after 
the study by urethrograms of only a small number of 
cases of carcinoma, is that, considered together with the 
clinical examination, the presence of malignancy is further 
suggested by a pronouncedly irregular outline of the 
prostatic urethrogram and a narrowing of this portion ot 
the canal in its whole circumference. 
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MEMBRANOUS URETHRA 
As has been stated above, this portion of the urethra :s 
very rarely found to be the site of gross localized disease 
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abscess, sinuses or fistulae, foreign bodies and calculi, and 
neoplasms. Strictures, commonest in the bulb, appear as 
constrictions of either localized or elongated extent. They 
are very easily and very accurately defined. A considera- 
tion of added importance in the utility of urethrography in 
these cases is that, with long-standing strictures, compli- 
cating lesions often develop behind them. Then owing to 
the attendant difficulties in performing urethroscopy or 
cystoscopy, or to the uncritical persistence with no other 
treatment than that of the perennial passage of sounds, 
the extent of these complicating lesions may not be 
recognized. In these cases a urethrogram is often the only 
method of demonstrating the lesions and indicating the 
treatment necessary. Peri-urethral abscess cavities which 
communicate with the canal, and diverticula, sinuses, or 
fistulae which result therefrom, are readily outlined. 
Neoplasms such as carcinoma of the urethra are compara- 
tively rare. They appear in a urethrogram as_ filling 
defects. Foreign bodies and calculi in the urethra, if 
opaque, would be demonstrated in the plain radiograph. 


Conclusion 


While the above indications of the utility of urethro- 
graphy show the precision of the information which can 
be obtained by the technique employed, this information 
must of course be regarded as supplementary to the 
clinical, urethroscopic, and pathological investigations. 
Many instances occur, however, in which the data that 
can be obtained by the urologist by this means prove 
of the very greatest assistance in directing the lines of 
correct treatment. 


GENERALIZED ACTINOMYCOSIS WITH 
PREDOMINANT SPINAL SYMPTOMS, 
INCLUDING COLLAPSE OF 
A VERTEBRA 


BY 


G. JOLY DIXON, M.A., M.B., M.R.C.P. 


Medical Registrar, Charing Cross Hospital 
(WiTH SPECIAL PLATE) 


For actinomycosis to involve the vertebrae is on the whole 
rare, though several well-authenticated instances are 
recorded.. On the other hand, Parker (1923), who pub- 
lishes two cases and collected six others, points out that 
it is even more rare for symptoms and signs obviously 
referable to the vertebral column to occur ; in fact, in only 
three of his cases was the diagnosis of involvement of the 
vertebral column made before death. Tabb and Tucker 
(1933), in publishing a case, stress that when actinomycosis 
attacks the spine the disease affects several vertebrae, 
causing sharply defined areas of destruction in the x-ray 
picture, and that the individual vertebrae do not collapse. 
Such a view is also expressed by Holmes and Ruggles 
(1936). 

In the case recorded here spinal symptoms so dominated 
the picture for the last six weeks that Pott’s caries was 
very seriously considered as a possible diagnosis, and 
collapse of the tweifth dorsal vertebra was certainly present 
at the time that radiographs were taken just six weeks 
before death (Plate, Figs. | and 2). Bostroem (1890) 
publishes a drawing of a human spine attacked by actino- 
mycosis which shows collapse of the eighth thoracic 
vertebra. 


Case Record 


The patient was an electrician aged 27. In September, 1938, 
he had an attack of lower abdominal pain accompanied by 
vomiting. He was able to remain at work, but the pain per- 
sisted, being accompanied by profuse sweating. After one 
week his doctor ordered him to bed, and found that his tem- 
perature swung between 99° F. in the morning and 100° F, 
at night. The pain was now chiefly in the upper abdomen, 
After being a week in bed he was admitted to a cottage 
hospital, where he remained until November 8. During the 
whole of this period he had an intermittent fever, his tem- 
perature swinging between 98° F. and 102° F. The pain 
gradually subsided. At this time a radiograph showed no 
abnormality of the chest. 

On discharge he was still febrile, but, being free from pain, 
returned to work, against advice. From the middle of 
November, 1938, until the end of January, 1939, he remained 
at work, and appears to have been relatively well except for 
some lassitude and intermittent pains in the right side of the 
abdomen and back. He believed he was afebrile. 


On February 6 he consulted the casualty officer of another 
hospital for pain in the region of the right hip and lower 
portion of the back. He was treated with hot fomentations 
to the loin for one week, and then on February 14 a mass in 
the right loin was incised. There was a scanty discharge 
for a week and the pain became much less: the patient felt 
generally better and the wound healed, only to break down 
again on March 6, with a copious discharge. On March 12 
the pain suddenly returned. It appeared to radiate from the 
lump in the right loin up the back into the left side of the 
chest. The pain gripped him like a vice and seemed to 
prevent him breathing or moving. During the next four days 
the pain in the chest became gradually less severe and the 
breathing easier, but the pain in the back became worse. 

The patient was admitted to Charing Cross Hospital on 
March 16. On examination the picture was dominated by 
excruciating pain in the back. He was unable to lie down, 
and enjoyed a moderate degree of relief only when propped 
up in a sitting position. His lower thoracic and lumbar spine 
Was as rigid as a poker, and when moved he pushed his hands 
down into the bed as if in an endeavour to take the weight 
off his body. Over the first, second, and third lumbar spines 
there was a slight swelling of the subcutaneous tissues with 
faint reddening of the skin; the centre of this swelling was 
extremely tender. The patient was thin, although not emaci- 
ated; his face was flushed, his tongue very dry. There was 
some bulging of the left side of the chest, with the physical 
signs of a large left-sided pleural effusion, But little, if any, 
displacement of the mediastinum. About one and a _ half 
inches above the right iliac crest there was a cold swelling, 
in the centre of which a sinus discharged a thin serous pus. 
His olood pressure was 120/75, and no abnormality was 
demonstrated in the cardiovascular or central nervous system. 

While in Charing Cross Hospital his temperature fluctuated 
daily between 98° F. and 103° F., his pulse ran between 96 
and 114, and his respiratory rate was constantly raised slightly 
above normal. Antero-posterior and lateral radiographs on 
March 21 showed collapse of the twelfth thoracic vertebra. 
A few “sulphur granules” were seen from time to time in 
the pus discharging from the sinus in the loin, and all speci- 
mens on microscopical examination revealed the streptothrix 
of actinomycosis. 

The chest was aspirated on April 3, 12, and 18, when thirty, 
twenty, and ten ounces of pus respectively were removed. 
On the first aspiration this was thin and serous, with sulphur- 
yellow granules floating in it; the subsequent specimens were 
opaque reddish brown in colour, again with numerous sulphur 
granules. On April 20 it was necessary to incise an abscess 
to the left of the eighth thoracic spine. Pus and air were 
exuded from this, and it was thought to communicate with the 
pleura. 

From the fifth day after admission (March 20) his back 
became progressively less painful and more mobile, though 
he continued to complain of very considerable pain in the 
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loin. As time went on, the mobility and loss of rigidity of 
the spine became a most extraordinary feature. On April 28 
the patient was propped up; he fell over sideways, and on 
being lifted back into the middle of the bed his chest flopped 
down on his thighs. An examination of his back at this 
period demonstrated that, although no regional angulation of 
the vertibral column could be seen, his spine between the 
region of the tenth thoracic and fifth lumbar vertebra was 
capable of forming more than five-sixteenths of the circum- 
ference of a circle—that is, he was capable of being bent 
forwards until the whole of the thoracic spine made an angle 
of 70 degrees with the long axis of the pelvis. This abnormal 
movement, although unpleasant to observe and not under the 
patient's control, caused him no pain or discomfort. A 
neurological examination revealed no damage to the spinal 
cord. The patient became progressively more emaciated, and 
died on May 1. It may be of interest to note that sulphapyri- 
dine in doses of 3 grammes daily was administered for fifteen 
days without any effect. 


POST-MORTEM EXAMINATION 


At necropsy, seven hours later, the appendix and caecum 
were Observed to be bound down in the right iliac fossa by 
numerous filmy adhesions. At the tip of the appendix these 
became denser, and this organ was adherent to the right fascia 
transversalis. The right transversalis muscle was _ necrotic, 
and was traversed by several tortuous sinuses which discharged 
in the swelling in the loin. The other end of these sinuses 
communicated with the lumen of the gut by a perforation in 
the tip of the appendix. The deep fascia around the ver- 
tebral bodies from about the region of the seventh thoracic 
to the fifth lumbar was irregularly thickened, shaggy, and 
necrotic—though its substance could be seen tracking numerous 
sinuses. This change in the character of the fascia had no 
definite demarcation ; the fascia immediately adjacent to the 
diseased area was abnormally thickened and tough, with 
occasional sinuses or abscesses in its substance. The upper 
part of the capsule of the right kidney was densely bound 
down to adjacent organs and showed several sinuses, though 
the renal parenchyma was healthy. The left psoas muscle 
was necrosed and partially liquified. There was a definite 
track of hypertrophied deep fascia honeycombed with 
abscesses, leading to the parietal wall of the left pleura, which 
latter was thickened and shaggy. In the left pleural sac there 
was from ten to fifteen ounces of mulberry-red opaque creamy 
fluid in which floated numerous sulphur-coloured granules. 
The left lung was collapsed, shrunken, and rather tough to cut, 
though no obvious disease could be seen in its parenchyma. 
There was a discharging abscess whose cavity surrounded the 
broken neck of the eighth left rib. Though the fascia around 
this was hypertrophied and honeycombed with small sinuses, 
no obvious communication could be demonstrated with the 
pleura. 

When the diseased fascia was stripped off the vertebral 
bodies these were seen to be necrosed and eroded in such a 
manner that it gave them a coarse sandy granular appearance. 
Apart from the twelfth thoracic, no vertebra had lost shape, 
and all remained rigid. The twelfth thoracic vertebra was 
partially collapsed and in the intervertebral disk below was a 
large cavity about twice the size of a pea (Fig. 3). The 
excessive mobility of the spine appeared to be due to the 
laxity of the ligaments and intervertebral substance rather than 
an\ change in the vertebra. 

On cutting the vertebral column in half, abscess cavities 
were seen in the body of the twelfth thoracic vertebra, and 
there was a small one in the second lumbar vertebra (Fig. 4). 
The proliferative suppurative process had invaded the tissues 
around the dura, and a mass of necrotic material was pressing 
upon the spinal cord opposite the body of the twelfth thoracic 
vertebra. 


Summary of Case 


September and November, 1938.—Four wecks’ lower 
abdominal pain accompanied by high remittent fever. 
Partial recovery; returned to work, probably afebrile. 


February, 1939: pain over right hip. Cold abscess de- 
veloped in right loin; incised scanty discharge; nearly 
healed after three weeks, only to break down again, 
afebrile. 

March 12.—Sudden exacerbation of symptoms; left- 
sided pleurisy followed by empyema, severe pain and 
rigidity in thoracic spine, and high remittent fever. Radio- 
graph showed collapse of twelfth thoracic vertebra. 

Gradual relief of pain in back with increased mobility 
of spine; this latter became extremely abnormal. Re- 
mittent fever continued ; patient wasted away and died on 
May |. 

At Necropsy.—Left-sided empyema ; extensive involve- 
ment of fascia around lower thoracic and upper lumbar 
vertebrae ; abscess cavities in twelfth thoracic and second 
lumbar vertebrae. Collapse of twelfth thoracic ; necrosis 
of right transversis abdominalis, and left psoas muscles. 
Disease appeared to originate from the appendix. 


I have to thank Dr. Gordon Holmes, who had this case 
under his care, for permission to publish these findings. 
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A Treatment for Phagedaena (Tropical Ulcer) 


Like most medical men in the Tropics I have tried various 
treatments for the rapidly sloughing ulcer, recognized from 
near or far by its smell, and called phagedaenic ulcer 
or ulcus tropicus. Any form of excision short of ampu- 
tation is not only insufficient as a rule to stop the burrow- 
ing process locally, but is also liable to be followed by 
rapid increase of the general septicaemic process and 
death. Cauterization with neat carbolic acid seemed to 
have the same results, though I remember getting some 
satisfaction from one of these processes—done under 
anaesthesia—when I placed a bag of common salt in the 
resulting wound to produce an exaggerated flow of serum. 
The rationale of this must be largely that the causative 
organism finds it difficult to swim or to multiply against 
the stream. 

For the last dozen years, however, I have used one 
treatment almost exclusively. It was quoted to me from 
a now unknown source by a non-medical colleague. So 
far as I know it has only once appeared in print, and 
then in a booklet for laymen, my First Aid Supplies 
(U.S.C.L., 1939). 1 call this treatment P.P.C. (potassium 
permanganate cautery). 


MeTHOD OF TREATMENT 


A 5 per cent. permanganate solution is used. It should be 
freshly made up, but this creates no difficulties, for 5 per cent. 
is full concentration, and so long as a few crystals remain 
undissolved the strength is right. A few crystals are put into a 
small vessel, such as a bottle cap or gallipot, and covered 
with a little water. When, a few minutes later, a pledget of 
coiton-wool is dipped into this, the fact of full concentration 
is established by finding crystals adhering to it. This pledget 
is pressed first against a larger piece of wool to remove excess 
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solution and then into the sloughing floor of the ulcer. Small 
sloughs seem to be burnt away by this; hence the word 
“ cautery,” which is also used to prevent too frequent repeti- 
tion of the process. Larger sloughs are freed as much as 
possible on all sides and removed with scissors. In bad cases 
(with rapid onset or with pronounced general symptoms) I 
am chary of cutting any tissue which might bleed. The 
removal of dead skin in the neighbourhood often exposes un- 
expected areas of phagedaena; in fact, when it is not im- 
planted on an existing ulcer, the phagedaenic process begins 
beneath a blister or unbroken epidermis which must, of 
course, be removed. 

The parts treated with P.P.C. take on the appearance of a 
freshly tarred cavity. How does one know when to stop 
cauterizing? Usually by studying the patient’s response. (No 
anaesthetic is used.) The cautery is continued in each part of 
the ulcer until the patient feels the burning. The smell dis- 
appears long before the cauterization is completed. The ulcer 
is finally filled with 1 in 5 iodoform-boric dusting powder, 
covered with absorbent wool-——-gauze being unnecessary—and 
bandaged till the next day. In an average case it will then 
show a large granulating surface with a few patches of phage- 
daena, and a fine layer of iodoform over the whole area. 
The boric acid has gone with the serous discharge; it pre- 
sumably mildly encourages this discharge as well as medicat- 
ing it. In such cases the third day is best for cauterizing the 
burrows of the remaining sloughing spots in the ulcer. Cases 
needing more than two P.P.C. treatments are, in my experi- 
ence, rare. 


A rise of temperature was common in the leper cases 
mentioned below, but by the third evening it was usually 
lower than that on admission. In the worst non-leprous 
case I have seen for many years, involving so much of the 
leg of a small girl that amputation was the only answer, 
P.P.C. was used under anaesthesia several times while 
the patient's relatives were making up their “ minds” 
against amputation and in favour of the girl's demise. 
There was no increase in the general sickness and no 
considerable rise in temperature. It may be added that 
experience with sulphanilamide derivatives in a few cases 
gives grounds for hoping that general symptoms may be 
staved off and conservative treatment adopted to save 
all the remaining viable parts of the limb in many such 
cases. If so, it is submitted that P.P.C., which appears 
to be unable to damage living tissues, will be useful for 
more widespread phagedaenic processes than I have yet 
attempted to arrest by its means. 

That this procedure may be safely recommended to 
laymen is shown by my recent experience with leper 
patients. Phagedaena so often invades the trophic ulcer 
of neural leprosy that many leprosy workers seem to 
think it is confined to lepers. (Actually one would not 
be surprised to find it identified with the hospital gangrene 
of pre-antiseptic days.) Now it was questionable whether 
any treatment depending on the patient’s response to pain 
sensations could be used in anaesthetic cases. However, 
P.P.C. has had the greatest success in the leper settlement 
itself, where some eighty patients have sores, and many 
phagedaenic ones come in and infect others. It seems 
that permanganate does not kill living tissues; its main 
action is presumably against anaerobes. Putting swabs 
dripping with 5 per cent. permanganate into large sinuses 
to help detach sequestra, and continuing until fairly pro- 
fuse bleeding is caused, has led to no ill effects in my 
numerous cases. Such sinuses I filled with glycerin and 
boriodoform in equal parts after P.P.C. The treatment 
rapidly won a reputation with the patients of having 
abolished the stinking ulcer throughout the settlement. 

K. W. Topp, M.R.C.S., L.R.C.P., 


Acting Medical Officer, Achimota College, 
Gold Coast. 
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DIET AND HEALTH 


The Newer Knowledge of Nutrition. By E. V. McCollum, 
Ph.D., Sc.D., LL.D., Eisa Orent-Keiles, Se.D.. and Harry 


G. Day, Sc.D. Fifth edition. (Pp. 701; 14 figures; 
6 tables; 18s. net.) London: Macmillan and Company. 
1939, 


This edition, the fifth, has been entirely rewritten with 
the co-operation of two new writers. It will be exceed- 
ingly valuable not only as a textbook to the young student 
of nutrition but also as a book of reference to one who is 
past his student days but aware from his general reading 
of the enormous advances which are constantly being 
made in our knowledge of this subject. As a textbook 
it is comprehensive and logically arranged. 

The first chapter deals shortly with the early history 
and development of concepts of nutrition, the second one 
with the modern concept of dietary essentials. Then 
follow chapters on the functions of carbohydrates, lipids, 
proteins and amino-acids, and various elements (calcium, 
phosphorus, magnesium, sodium, potassium, chlorine, 
iodine, iron and copper, and “ trace ~ inorganic elements). 
The vitamins are treated fully, with respect to their chemical 
nature and nutritional significance. Many natural foods 
are examined with a view to determining why, with ap- 
parently similar chemical content, they vary in their real 
value as foods. Appetite, normal and perverted, is dis- 
cussed ; also the dietary habits of man in different parts 
of the world, diet in relation to teeth, and diet in relation 
to healthful longevity. In the appendix are useful tables 
showing the nutritive value of the proteins of cereals, 
legumes, and vegetables for growth of rats ; of milk, eggs, 
and meats for growth of rats; of supplementary rela- 
tionships between proteins, amino-acids, and protein foods 
for growth of rats ; and of the distribution of the vitamins 
A, B,, C, D, and riboflavin in foodstuffs. There are 
twelve figures depicting the effects of specific deficiencies, 
mostly on the histological structure of tissues. 

For clinicians and others interested in the role of food 
and food constituents in health and disease this book 
will be useful for its short critical accounts of the experi- 
mental work which has led up to the various beliefs held 
to-day. A whole chapter is devoted to the subject of 
pellagra and the various theories of its cause held from 
time to time up to the triumph of Elvehjem who, using 
the cure of “ black tongue ~ in dogs for his experimental 
work, found a simple cure in nicotinic acid which was 
quickly shown to be effective in the treatment of human 
pellagra also. The discovery of the importance of riboflavin 
in the rat’s diet is described and, on the assumption that 
this is the essential constituent of the vitamin B, complex, 
the daily amount needed by the human being is discussed. 
Attention is drawn to the fact that, although vitamin E 
has been shown to be necessary for reproduction in the 
rat and possibly in a few other species, there is no real 
evidence that it is necessary for the human being. The 
accounts of successful treatment of threatened abortion 
with vitamin E have been given without control figures 
for treatment without the vitamin. 

There is no clear conception yet of the function or 
functions of vitamin A in the animal body, though twenty- 
five pages of the book are concerned with different 
people's results and theories on the subject. The ques- 
tion of the relative activity of different forms of vitamin 
D (calciferol from the irradiation of ergosterol and vita- 
min D, from the irradiation of 7-dehydrocholesterol) is 
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discussed quite shortly with the conclusion that the two 
forms are equally potent for rats and human beings, but 
that D. is much more potent than calciferol for chickens. 
The successful treatment of several forms of arthritis with 
massive doses of vitamin D (200,000 international units a 
day as viosterol) is mentioned. Since vitamin C has be- 
come available in the pure form much clinical work has 
been attempted. It is conveniently summarized in_ this 
book. Some vitamin C is always excreted in the urine, 
When large doses are given no more or very little more 
will be excreted until saturation of the tissues with this 
factor is attained. Thus a simple method is furnished for 
determining whether a patient or even an apparently 
healthy individual is suffering from a lack of this factor. 
Apparently there is a more widely spread subacute 
deficiency of this factor than is generally suspected. 

Vitamin F is a term unfortunately applied to certain 
unsaturated fatty acids which have been shown to be 
necessary for the well-being of the rat. In their absence, 
rats develop rough skins, and some makers of face creams 
have not been slow to claim this vitamin as the “skin 
vitamin.” As the authors of the book say, “ obviously 
the purpose is to promote sales since designation of a 
nutrient as a Vitamin increases its sales-appeal.” Other 
subjects discussed are the vitamins K and P, the influence 
of excessive fluorine intake on the mottling of teeth, the 
non-dangerous use of aluminium cooking utensils, the 
influence of manganese on the maternal instinct of rats, 
and very many more which cannot be mentioned for 
lack of space. It is, however, safe to say that any serious 
thinker on the influence of diet on health will find in this 
book information on the points which interest him. 
Moreover, he will find references to the original litera- 
ture from which the summaries have been made so that 
he may pursue his points of special interest further. The 
only “ grumble * the reviewer has to make about the book 
is that the references at the end of each chapter are not 
numbered or arranged in alphabetical order—they are 
arranged in the order in which they occur in the text. The 
print, paper, and binding are all thoroughly satisfactory. 


CLINICAL STUDY OF URINE 


Urine: Examination and Clinical Interpretation. By C. E. 
Dukes, M.Sc., M.D., D.P.H. (Pp. 403; 97 figures; 12 
coloured plates; 25s. net.) London: Oxford University 
Press. 1939. 


This book opens with an interesting historical introduc- 
tion. Thereafter, twelve chapters, well-proportioned, deal 
with the physical®characters, chemical constituents, and 
colour alterations of urine; albuminuria, reducing sub- 
stances, microscopical and bacteriological examination ; 
excretion of hormones, vitamins, enzymes, drugs, and 
poisons ; urinary calculi, and, finally, renal function tests. 
Throughout the book simple qualitative tests are men- 
tioned as well as the more elaborate quantitative methods, 
and by this means the clinician is provided for as well as 
the chemical pathologist. Interpretations of most of the 
tests are clearly and fully described. The book is well 
illustrated throughout, particularly the chapter dealing with 
Microscopic appearance of cells, crystals, and casts. The 
section on bacteriological examination requires especial 
mention, for Dr. Dukes is well qualified to write this, 
having had so many years’ experience in a hospital spe- 
cializing in diseases of the urinary organs. In describing 
hormone tests, Dr. Dukes adheres to the older classifica- 
tion of testicular tumours based on merely the quantita- 
tive amounts of prolan passed. It would appear from the 


work of Hamburger that a more satistactory classification 
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is that based on the particular type of hormone excreted. 
Thus seminomata excrete the hypophysial hormone and 
teratomata the chorionic hormone. 

The author expresses his acknowledgments to certain 
textbooks which he has consulted freely, and chief 
among these is the well-known Physiology and Pathology 
of the Urine, by J. Dixon Mann. Since this standard 
textbook was published in 1904 one felt that no more need 
be written on urine analysis, but Dr. Dukes has succeeded 
in writing a book which provides an ideal companion to 
Dixon Mann. 


GYNAECOLOGICAL PATHOLOGY 


Gynecology. By J. Thornwell 
(Pp. 400; 271 figures. 
1939. 


Clinical Pathological 

Witherspoon, B.S., M.A., M.D. 

30s. net.) London: Henry Kimpton. 
Gynaecological and obstetrical pathology has _ been 
receiving so much attention in the last few years, and 
there have been so many advances in our knowledge of 
the subject, that the need for a new book, or a revised 
edition of an old one, is widely admitted. Dr. Wither- 
spoon’s book has therefore the great advantage of being 
published at an opportune time. The author states that 
it is intended as an introduction to the subject and not 
as a textbook, but in spite of this he claims that it is 
sufficiently thorough to enable a medical student to 
acquire a very good understanding of gynaecological 
pathology and to obtain a comprehensive review of the 
clinical aspects of each condition described. The importance 
of pathology should not be underestimated, but it is hard 
to believe that there is a place for a 400-page introductory 
volume before the student begins the serious study of his 
textbook. As for the claim that the book gives a com- 
prehensive review of the clinical aspects of each patho- 
logical condition, it is difficult to see on what grounds 
the claim is made. Clinical references are brief and often 
inadequate. For example, the section dealing with the 
important subject of cervical carcinoma emphasizes the 
high mortality that results when the condition is neglected, 
but makes no attempt to stress the importance of early 
diagnosis by telling the student what are the initial signs 
and symptoms. This failure to differentiate between 
what is important and what is not is apparent elsewhere 
in the book. The first lesion to be discussed is tuber- 
culosis of the vulva, although a medical student could 
qualify and spend the whole of his professional life 
without ever seeing a case. On the other hand, the 
important sections dealing with menstruation and _ its 
disorders, irregular uterine haemorrhage, fibromyomata, 
and ovarian neoplasms are very well presented, and an 
excellent account is given of the pathology and treatment 
of acute salpingitis. A brief but clear description of the 
gross appearance of uterine curettings will be welcomed 
by most readers because of its great practical importance. 

Operative technique is not discussed, and we agree with 
the author on the wisdom of this omission. It is sur- 
prising in view of this to find that radium treatment of 
cervical carcinoma ts included. It ts sull more surprising 
to find that the technique of interstitial radiation is the 
only one recorded, and no mention is made of such 
established methods as those devised in Stockholm and 
Paris and now widely adopted elsewhere. 

Throughout the book illustrations have been lavishly 
used because of the author's “ profound belief in visual 
as well as in verbal teaching.” and the excellence of those 
illustrations cannot be too highly praised. They have 
been as beautifully reproduced as they have been carefully 
selected, and are without question the outstanding feature 
of the book. 
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PUPIL DISTURBANCES WITH DIMINISHED 
TENDON REFLEXES 

Die Kuppelungen von Pupillenstoecrungen mit Aufhebung 

der Sehnenreflexe. Adie-Syndrom. Pupillotonie, Pseudo- 

tabes, Konstitutionelle Areflexie. By F. Kehrer. (Pp. 60; 

2 illustrations. RM. 4.60. Leipzig: Georg Thieme. 

1937. 

This publication is in the form of a monograph, and 
includes personal case observations as well as a general 
discussion of such conditions as pupillotonia, Adie’s 
syndrome, pseudotabes, and constitutional absence of the 
tendon reflexes. There are two main divisions of the text. 
In the first, pupillotonia without reflex disturbances is 
examined in its relationship to other forms of pupillary 
disturbances, and in the second the occurrence of these 
latter types of pupillary abnormality in association with 
alterations of the tendon reflexes is discussed. The 
author draws attention to the paucity of absolutely typical 
cases of pupillotonia, and concludes that a sharp distinc- 
tion between this condition and reflex or absolute pupil 
fixity can only be made if the partial forms of both con- 
ditions are not considered. The distinction between 
pupillotonia and other rarer forms of pupillary disturb- 
ance, such as “spasmus mobilis ” and “ spastic rigidity ~ 
is also not sharply demarcated. The fundamental dis- 
turbance in the purest cases of pupillotonia is likened to 
voluntary muscular rigidity, and it is considered possible 
that the site of the lesion may lie in a higher regulating 
centre in the hypothalamus. 

Absent reflexes may be associated with reflex or absolute 
pupil rigidity, a condition which is referred to as pseudo- 
tabes. This condition may be in reality rudimentary tabes, 
but on the other hand it may be non-syphilitic and either 
of traumatic or heredo-degenerative origin, or associated 
with pupillary disorders or chronic alcoholism. Adie’s 
syndrome—that is, the association of pupillotonia and loss 
of the deep reflexes—the author refers to as pupillotonic 
pseudotabes. This condition, like other forms of pseudo- 
tabes, may follow such conditions as head injuries, infec- 
tion, avitaminosis, tumours, pituitary disturbances, so that 
the author concludes that Adie’s syndrome cannot be 
called a disease sui generis. It is only one of a series of 
symptom complexes which may be produced by a narrow 
lesion in the sympathetic parasympathetic system arising 
from a variety of different causes. 

This book is an important contribution to the subject 
under discussion, and merits the study of all interested in 
this field. 


RURAL MEDICAL PRACTICE 


Rural Medicine: Proceedings of the Conference held at 


Cooperstown, New York, October 7 and 8, 1938. 
(Pp. 268: 15 figures; 13 tables; 35 charts. 3.50 dollars.) 
Springfield, Illinois: Charles C. Thomas. 1939. 


There are no doubt some differences in the incidence 
of disease in rural and in urban communities, and certainly 
there are differences of arrangement in the carrying on 
of medical practice in town and in country and variations 
in the health administration methods appropriate in the 
respective conditions. An attempt to describe and 
elucidate these differences, variations, and conditions might 
have considerable value ; but in the book entitled Rural 
Medicine there does not seem to be any definite material 
advance towards practical conclusions. It is one of 
those careful and comprehensive American productions 
which has required the co-operation or countenance of a 
large number of persons towards its authorship. They 
number well over fifty, and in this instance it is a result 
not of a questionary but of a conference. 


The conference was initiated by Dr. G. M. Mackenzie, 
physician-in-chief to the Mary Imogene Bassett Hospital 
at Cooperstown in the county of Otsego in the State of 
New York, and was primarily concerned with the experi- 
ences in that hospital and county. There is no evidence, 
however, that the health and social conditions of that 
county are typical of rural communities in the United 
States, or that the statistics of cases treated at the hospital 
reflect with accuracy the incidence of morbidity or mor- 
tality of the county itself as a unit. Further, such facts 
and figures as are given do not reveal any marked differ- 
ences from those of urban communities, or even any such 
minor variations as cannot be accounted for by the 
relative age distribution of the populations. Part I of 
the book, then—that on rural morbidity, occupying about 
two-fifths of the whole volume—contributes but little, 
except in a negative fashion, to the subject with which 
it deals. Parts II and III likewise, concerned with health 
programmes and the school health service, and with post- 
graduate medical education respectively, though they are 
supposed to relate to rural areas, really deal with their 
subjects from a more general point of view and embody 
points applicable as much to urban as to rural conditions. 
Part IV, however, entitled “Economics of Rural 
Medicine.” contains two delightful and instructive 
chapters, one by Dr. Lloyd C. Warren, another by Dr. 
C. C. McCoy, which give a picture of the economic aspect 
of rural medical practice from the point of view of 
a country medical practitioner, and as supplying the needs 
and wants of a rural population. Though much ef the 
book may thus be regarded as only nominally concerned 
with the strict subject indicated by its title, it is interesting 
throughout, and it throws light upon several aspects of 
medical practice in America, including a number of its 
peculiarities as seen from this side of the Ocean and some 
examples of crudities, astonishingly recent. 


Notes on Books 


Keep Off—Death! by EtizapetH G. Ecuuin, is pub- 
lished by William Hodge at 8s. 6d. There seems to be 
a vogue creeping into literature for sufferers from various 
diseases to chronicle their experiences. This is, of course, 
nothing new, but it is a littke doubtful whether the medical 
profession should be gratified by such excursions. It is 
no doubt useful and salutary for the profession to learn 
what the patient feels and thinks, both about his own ail- 
ments and the attitude of his physicians thereto, but is it 
good for the hypochondriacally minded of the lay public 
to read vivid descriptions of symptoms which they might 
all too readily subjectively feel, and which they will then 
gladly attribute to the most theatrical diseases? The 
present book, on the subject of chronic tuberculous peri- 
tonitis, is well written, and sustains the reader's interest 
throughout ; it reveals the persistent energy and optimism 
of the tuberculous subject. 


Physiopathologie de la Véieillesse et Introduction 4a 
l’Etude des Maladies des Vieillards by Drs. P. Basta 
and G.-C. DoGLiottt is published in Paris by Masson et 
Cie at 50 frs. The fall both in the birth-rate and in infan- 
tile mortality has raised the average age among civilized 
nations, and more interest has been taken in the medical 
aspects of old age. But in their comprehensive mono- 
graph the two members of the Medical Faculty of 
Florence point out the inadequate knowledge and 
research on old age as compared with pediatrics ; this, 
no doubt, is to some extent inevitable, for the importance 
of the two extremes of life are differently assessed. 
This book is divided into the two parts mentioned in the 
title ; the first, on the physiopathology, going at length 
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and with an open mind into the structural changes in 
the ageing body and a critical consideration of the various 
hypotheses concerning senescence, leads up to the con- 
clusion that old age is the result of a complex disturbance 
of the internal environment caused by an_ insufficient 
supply of blood by the capillaries. The second part of 
this monograph is no more than an introduction to the 
diseases of old age. The authors are engaged on a study 
of this subject, but they go not expect to publish their 
findings for some time, because with the exception of the 
writings of J. L. Nascher of New York, they regard the 
subject as handicapped by traditional conceptions. They 
hope that the reader will be convinced by this introduc- 
tion that the pathology of the aged differs so widely from 
that of the adult that there is room for a special treatise 
on modern lines. 


La Recherche de la Paternité par les Groupes Sanguins 
by Louts CHRISTIAENS is published at 26 fr. by Masson. 
In this handy little book, one of the yellow-covered 
series entitled Médecine et Chirurgie, the author 
summarises the technique of blood group estimations and 
their application to jurisprudence. He is writing, of 
course, chiefly from the point of view of French law, 
but he includes some useful notes on what has been 
done in many other countries where the use of blood 
groups in disputed paternity is firmly established. France 
is apparently backward in accepting this class of evidence, 
and in the task of presenting his argument for the legal 
recognition of blood grouping he compiles a pamphlet 
which will be found of considerable value as a work 
of reference by students in other countries. 


Preparations and Appliances 


A NEW OINTMENT BASE 


Dr. F. A. E. Sttcock (honorary dermatologist, Leicester Royal 
Infirmary) and Mr. A. CnaminGcs, B.Pharm., Ph.C.. M.P.S. 
(Head of School of Pharmacy, College of Technology, 


send the following communication: 

One of us (F. A. E. S.) having already, on two previous 
occasions, called attention in this Journal (1937, 2, 288, and 
1939. 1, 474) to the great utility of emulsifying bases in the 
field of dermatology, among their many and varied applica- 
tions, we desire to revert to the subject with the idea of 
arousing interest in the matter in other members of the 
medical and pharmaceutical professions. 

The problem of suitable ointment bases for dermatological 
products appears to be nearing solution with the marketing of 
substances and preparations of the higher fatty alcohol (for 
example, stearyl alcohol) type. Among the chief criticisms 
of existing bases of the animal fat and, to some extent, the 
paraflin type are: (a) their greasy character, with consequent 
difficulty of removal: (+) their liability to rancidity ; and 
of greater significance than these to the dermatologist, (c) 
their “ protective “ effect in inhibiting the action of the medica- 
ments to be applied and in checking the healing action of air 
and sun. To the pharmacist the production of “elegant” 
preparations is the major issue. 

This preliminary paper sets forth the production, and a 
few clinical applications, of an ointment base which appears 


Leicester), 


from the limited work already done on it to satisfy the 
requirements of a useful base. The ingredients are: 
Lanette wax SX... 1$% 
Paraffin molle alba (B.P.)... 
Aqua ad 100°, 


The wax* consists largely of stearyl alcohol, with about 
10 per cent. of partially phosphate stearyl and cetyl alcohols 
—the effect of the latter being to reverse the emulsilying 


Properties of stearyl alcohol from the water-in-oil type to 


from Ronsheim and Moore, 1, Crutched Friars, 


* Obtainable 
London, E.C.3. 


that of oil in water. The formula indicates the remarkable 
water-absorbing properties of the wax and belies the excellent 
consistency of the product, the preparation of which is as 
follows: 


Preparation of Base.—The wax is shredded and melted, the 
white paraffin being subsequently added. This is transferred 
to a warm jar and the water (previously heated) added with 
slow stirring. Granulation takes place, but on cooling (with 
stirring) a base of fairly even texture is produced, which, 
however, can be greatly improved by the simple expedient 
of homogenizing while still warm and soft. (The BEL 
jubilee cream-maker, price 5s., is quite efficient for small— 
8-oz.—quantities.) If the homogenized base is again passed 
through this machine whilst warm a still better preparation 
results. The whole operation can be completed in ten 
minutes, and the cost of the base is approximately that of 
B.P. lard. It is therefore one of the cheapest obtainable. The 
following preparations were made with the cold base. 


1. Liquor picis carbonis ... $ drachm 
Hydrarg. ammoniat. : 10 grains 
Lanette SX base cae . ad 1 oz. 


The ammoniated mercury was rubbed down with the base, and 
the liquor picis carbonis stirred in. 


2. Acid, salicylic ... 12 grains 
Liquor picis carbonis ... 1 drachm 
Lanette SX base sea ad 1 oz. 


The salicylic acid was dissolved in the liquor picis carbonis, 
and the solution stirred in. 

3. Preparations with solids such as 10 per cent. sulphur, 
20 pey cent. tannic acid, 20 per cent. zinc oxide, 2 per cent. 
dichloramine-T, 2 per cent. copper sulphate, and 10 per cent. 
sodium chloride (the latter for electrical contact of the 
indifferent electrode when using a diathermy machine) were 
made without difficulty. 

4. Liquids, either acids or alkalis, were readily incorporated, 
the consistency being but little affected even with 20 per cent. 
of added fluid. 

lodine was incorporated by dissolving it with potassium 
iodide in the water included in the base and homogenizing as 
indicated under preparation of base. 

All these preparations were quite attractive in finish and 
cosmetic qualities, and possessed excellent spreading properties 
—the versatility of the base with solids and liquids being 
quite remarkable, as indicated above. It did not appear 
affected by the electrolytes in such strength as would normally 
be used in dermatology. The 2 per cent. dichloramine-T, as 
well as the 2 per cent. iodine ointment, were both used for 
impetigo contagiosa and various septic coccal skin infections, 
with good results. Incidentally, it would be useful, as well 
as of topical interest, to know whether this chlorine-containing 
ointment might be of service in treating mustard gas skin 
burns, as also one containing alkali for lewisite gas. 

Ointment No. 1 was employed in some cases of seborrhoeic 
dermatitis. whilst No, 2 was very useful in some cases of 
psoriasis, but no doubt many other uses and combinations of 
medicaments will suggest themselves. I might say that in 
Leicester the idea is being well tried out clinically and pharma- 
ceutically, and at a later date we hope to have further 
Statistics to publish. The question of creams and lotions will 
also be gone into; an eye ointment base, similarly made from 
steary! alcohol, is being tried at present: It ts proposed 
subsequently to deal with these, and to consider modifications 
in respect of the pH of preparations for dermatological use. 


SUMMARY 


A new idea in ointment bases ts suggested. The same idea 
can easily be utilized, by slight modifications, to produce 
creams or lotions. This base is of very wide application ; 
it is cheap and easy to prepare, acts as a detergent, and is 
cosmetically elegant. It is not liable to rancidity, is non- 
greasy, and has excellent spreading qualities. It is neutral 
in action, and Owing to its oil-in-water type of emulsion it does 
not exclude the cooling and healing action of air, and, if 
necessary, light and sun. 

The skin surface can in most cases be readily visible even 
with this ointment on, as only a smear is required. 
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PATIENT AS PERSON 

A good many years ago a reviewer was severely 
rebuked by a distinguished professor of pathology 
for saying in his notice of a book on treatment 
that it is a melancholy fact that a man expert on 
motor points and counterstaining may sometimes 
help a patient less than the man who knows how 
to handle a few drugs well; the secret being that 
the latter knows his patient. Verily time brings its 
revenge, for this is the text of Dr. Canby Robinson’s 
book, The Patient as a Person, which has as its sub- 
title, ““ A Study of the Social Aspects of Illness.”* 
It illustrates how far we are travelling both from 
the view that in-patient treatment should consist 
of * good food, good nursing, and something three 
times a day out of a bottle,” and from that which 
regards the patient, in Dr. Bernard Hart’s sarcastic 
phrase, as “the uninteresting vehicle of a fascin- 
ating disease process.” The former is the survival 
of the days when hospitals were religious institu- 
tions more for the care than the cure of the sick, 
the latter is the outcome of misdirected scientific 
enthusiasm. But Sauerbruch points out that there 
are still two opposing influences in medical 
thought: one the impulse to help the sick and the 
other a compulsion to explain life and _ its 
phenomena. 

There can be little doubt that the rapid advance 
of scientific medicine did, for a time at any rate, 
tend to distract attention from the patient as a 
person, so that disease became regarded as if it 
were an entity instead of as the reaction of an 
individual to some obnoxious factor in his external 
or internal environment. In more recent days the 
development of team work has notably increased 
this risk, and Dr. Robinson insists on the impor- 
tance of the physician in charge having a con- 
tinuously guiding hand in the management of the 
case. He gives an extreme illustration, which 
would be grotesque if it were not tragic, of a 
patient with a blood pressure of 80 mm. systolic 
and 60 mm. diastolic, who was bandied about 
between medical and surgical wards and submitted 
to a number of exhausting examinations. Finally, 


* London: Oxford University Press, 12s. 6d. New York: The 
Commonwealth Fund, 3 dollars. 


when the low pressure was found to be associated 
with a low sodium content in the blood, it occurred 
to someone that the patient had Addison’s disease! 
True he had multiple tuberculous lesions, and the 
outlook was hopeless anyhow, but such handling 
of his case might well explain why “ he seemed to 
withdraw markedly from his surroundings and to 
sink into a definite depression.” 

The recent elaboration of specialization has been 
commented on by Dochez, who contrasted the 
records of two patients with heart disease, one 
admitted to hospital twenty-five years ago, and the 
other to the same hospital in 1938. The former 
was treated by three persons all told, and the 
record covered two and a half pages. The latter 
was Observed by thirty-two individuals and the 
uncompleted record covered twenty-nine pages. 
Dochez, himself trained in the strictest school of 
laboratory medicine, asks the question, “ Is medi- 
cine suffering from delusions of grandeur?” We 
may pride ourselves that these opinions are based 
on American experience, but can we be quite sure 
that our own house may not be of glass? Do we 
not feel, as Dr. Robinson does, that all is not well 
with the relations between doctor and patient? 
May not this be a factor in the extraordinary rise 
of heterodox cults? A book recently published by 
the Theosophical Research Centre entitled Some 
Unrecognized Factors in Medicine is a_ good 
example of one form of this pseudo-science so 
prevalent to-day. Such a medley of medicine, 
metaphysics, and mysticism should give the pro- 
fession pause to consider how far we are respon- 
sible for such an amazing state of affairs. Never 
has there been more enthusiasm and devotion in 
the pursuit of orthodox medicine, yet seldom, if 
ever, has quackery been more rampant. Dr. 
Robinson evidently thinks, and we are inclined to 
agree with him, that through the inspection of test 
tubes and fixing our gaze through the microscope 
we have lost sight of the individual patient. In 
his capacity as lecturer on medicine at Johns 
Hopkins University he studied a series of 174 un- 
selected cases. He presents them under such 
headings as patients with circulatory, respiratory, 
digestive, and purely nervous symptoms. Within 
these groups he distinguishes between those in 
whom the organic signs predominated and those 
in whom only functional symptoms could be found. 
Between these two extremes there are many vary- 
ing degrees, dependent on the way in which the 
patient as an individual faces the situation resulting 
from his illness. Case histories are presented fairly 
fully, including an account of any adverse 
economic, social, and emotional conditions, and 
followed by a comment on the whole situation. 
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his method involves a good deal of repetition, 
but may be justified by the way in which it drives 
the moral home. These comments are often very 
pointed, as, for instance, the one dealing with 
disturbances in the relationship of husband and 
wife, which the author maintains “are often 
governed by emotional reactions in which reason 
plays little or no part, and seem to be controlled 
by the lower centres of the brain . . .; [we] are 
almost sure to be disappointed when the next 
disturbing episode arises. They seem to react as 
if their behaviour had become established reflexes 
and their inhibitions had become much diminished 
or lost.” This he interprets in terms of Freud’s 
theory of ambivalence. 

Dr. Robinson is much interested in the experi- 
ment at the Pioneer Health Centre, Peckham, as 
providing an antidote to Dr. Stephen Taylor’s 
“suburban neurosis.” Indeed, the importance of 
the social and home environment as a factor in 
disease is now becoming widely recognized, and 
places a new diagnostic and therapeutic method 
in our hands. We must see to it that the late 
Dr. F. G. Crookshank’s jibe loses its sting— 
“Organic disease is what we say we cure and we 
don’t, functional disease is what the quacks cure 
and we wish we could.” The science of medicine 
deals with cases, its art with patients ; true, but the 
more we follow the Hippocratic maxim and include 
a study of the “ whole of things ” in attempting a 
cure, the more, not less, scientific medicine really 
becomes. To that study Dr. Canby Robinson has 
made a helpful contribution. 


. 


SIGMUND FREUD 
The death of Sigmund Freud—a notice of whose 
life appears elsewhere in this issue—marks the end 
of a revolutionary phase in the history of medicine. 
At the time when Freud began, unaided, to build 
up the technique of phycho-analysis, the sciences of 
psychology and medicine were pursuing divergent 
paths; while psychiatry, which might well have 
bridged the gap between these two disciplines, 
tended to maintain a state of isolation. It was not 
the least of Freud’s achievements that he should 
have brought all three together and to have laid 
solid foundations for a branch of diagnostic and 
therapeutic medicine which goes best under the 
name of clinical psychology. The medical his- 
torian of the future will be even more impressed 
by the fact that within the space of two decades 
the frontiers of medicine were advanced to include 
many territories previously regarded as outside its 
scope. For although Freud’s researches began with 


a therapeutic investigation of the psychoncuroses, 
and proceeded to include some of the subject 


matter of the psychoses, it was not long before he 
pursued them in a number of unexpected direc- 
tions. His discovery of the unconscious, of the 
complicated structure of the ego, and of the 
peculiar psychic laws that regulate the energies 
derived from primitive instincts compelled him to 
turn to anthropology, to sociology, criminology, 
history, literature, and art to find confirmation of 
the accuracy of his revolutionary hypotheses. Not 
only was this corroborative evidence quickly forth- 
coming, but it became apparent that there were 
many affinities between neurotic reactions, dream 
mechanisms, the behaviour and mentality of child- 
ren and savages, and many of the character 
peculiarities which, although not strictly speaking 
symptoms, are nevertheless sources of considerable 
discomfort to those adults who harbour them. The 
discovery of these correlations had two momentous 
consequences. What began as a tentative explana- 
tion of neurotic behaviour ended as a comprehen- 
sive theory of mental function. In the second 
place, it proved possible to apply the technique of 
psycho-analysis to a number of characterological 
reactions which had previously been regarded more 
as peculiarities to be catalogued by the descriptive 
psychologist. Step by step conditions such as 
social difficulties of children and adults (including 
here delinquency and asocial behaviour), disorders 
of marital life, working incapacities, and a host 
of other aberrations of behaviour were drawn into 
the diagnostic net. 

It is too soon to say how far this permeation 
of social and individual psychology by clinical 
medicine will proceed. But already the results 
of this remarkable bouleversement are apparent. 
It is increasing the demands made by the public 
upon the medical profession, whose responsibilities 
must inevitably widen with every fresh addition 
to knowledge that has a bearing upon the mental 
and physical well-being of the community. Over- 
burdened though the curriculum may be, the 
medical student must needs be instructed in clinical 
psychology, and to a greater extent than is at 
present the case. It has been pointed out on more 
than one occasion that the appeal to the lay mind 
of strange and false medical doctrines is to some 
extent the fault of the medical profession in failing 
to meet the legitimate demands made upon it. In 
short, the quack and the charlatan “get away 
with it” by employing persuasion and suggestion 
in a crude, though immediately effective, manner. 
But the medical profession is gradually and increas- 
ingly becoming aware of its enlarged opportunities 
and responsibilities, and perhaps the best tribute 
to the genius of Freud would be to make clinical 
psychology an essential part of the training of the 
medical student. 
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TREATMENT OF WAR WOUNDS AND . 
FRACTURES 
Much has been written, and indeed published in this 
Journal, during the last year on the treatment of war 
wounds and air-raid casualties, but now that we are 
at war any contribution to the literature which is 
based on actual experience of modern warfare deserves 
the closest attention of the medical profession. One 
such recent contribution' presents the results of a 
unique experience in the treatment of wounds at the 
base hospital in Barcelona during the Spanish War. 
Practically all the wounds, which were the result of 
air attack, were infected, and many of the injuries 
were of the gravest type, involving severe lacerations 
and comminuted fractures. They were all treated in 
the same way—namely, by surgical excision of the 
wound followed by encasement in closed plaster—and 
the results described are far superior to those claimed 
for any other method. Such a method, contrasting 
so sharply with all accepted surgical principles, requires 
the strongest possible credentials, and these are 
supplied, not only in a foreword to this volume by 
Professor Hey Groves from his own observations, but 
from the photographic records which accompany the 
cases recorded. That these results are not merely a 
happy accident is shown by the fact that out of 1,073 
cases of open fractures of the limb there were only 
six deaths. Since in a large number of these cases the 
average surgeon would have adopted immediate 
amputation the results can only be described as extra- 
ordinary. The first procedures—namely, thorough 
cleansing of the wound with the excision of all con- 
tused tissues, removal of foreign bodies and loose bone 
fragments, and provision of adequate drainage—need 
no comment, but to encase the whole limb in a closed 
plaster cast after merely packing a little gauze into the 
cavity demands considerable courage. The pilaster 
rapidly becomes soaked in blood and exudate, and as 
no provision is made for drainage or dressing the 
stench becomes horrible, so that “it is impossible to 
keep the patient for more than ten or fifteen days near 
others in a ward.” It might be supposed that the 
patient would hardly survive such a time, but this is 
not the case, and when the plaster, having reached an 
entirely intolerable condition, is changed for another, 
the general condition of the patient is greatly improved 
and the wound is obviously healing. That such results 
should have been obtained during the heat of a Spanish 
summer is astounding. On arrival at hospital patients 
were first received by a team whose sole duty it was 
to undress them and store their clothing and_port- 
able valuables. Complete removal of clothing was 
essential, for although the external wounds produced 
by light bombs were very small and often painless, the 
internal damage was often so great that only immediate 
surgical operation could save life or limb. Since, 
fortunately, we in this country have not as yet had 
experience of the nature of the wounds which result 


‘Treatment of War Wounds and Fractures, with Special 
Reference to the Closed Method as used in the War in Spain. 
By J. Trueta, M.D. (Pp. 143; 48 illus.; 8s. 6d. net.) London: 
Hamish Hamilton Medical Books. 1939. 
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from aerial bombardment—that is, from explosion, 
blast, fallen masonry, etc.—it may be timely to quote 
what this author has to say: “ Wounds produced by 
aerial bombs and fallen masonry, unlike many bullet 
and shrapnel wounds, must be treated without 
delay. ... The three factors essential to reducing the 
toll of aerial bombardment are rapid direct transport 
to the centre where immediate surgical treatment is 
possible, the application of plaster casts, and the early 
evacuation of treated cases to a base hospital.” Pro- 
fessor Trueta gives detailed descriptions of the applica- 
tion of his method to wounds in every region— 
shoulder, forearm, femur, etc.—and so good is the case 
he has made out that the method deserves to be tried 
out fully in this country. Should it prove as successful 


-here as in Spain it will solve many of our problems 


of transport and will enable us to clear our advance 
hospitals with great rapidity. If we could equal his 
figures and reduce the mortality from open fractures 
to 0.6 per cent., the whole treatment of war injuries 
will have been revolutionized. 


INFECTIOUS DISEASES IN WAR 


Something may be gained during our preoccupation 
with present ills from a contemplation of those of 
former days and the way they were faced. A few 
weeks after the outbreak of war in 1914 we published 
an article in these columns discussing the threat of 
typhoid fever, cholera, and dysentery. In reirospect 
the authors of the Official History of the War con- 
cluded that with a military force which was properly 
equipped to fight diseases such as “cholera, the 
enteric fevers, typhus, plague, and relapsing fever,” 
these infections could be kept under control, whereas 
“venereal diseases, trench fever, dysentery, and 
malaria, if allowed to pierce faulty defences,” took a 
grave toll. For these major problems of a great war 
the military medical authorities are better equipped 
than in 1914; at all events they are the richer by ex- 
perience gained during that terrible field experiment. 
Tetanus will not cause the grave losses it did in 1914; 
ample supplies of antitoxin are available for those 
who have not been immunized. The work of Colonel 
Boyd’ has led to active immunization of large numbers 
of soldiers, who will have a high degree of protec- 
tion against tetanus following the injection of two 
doses of 1 c.cm. of tetanus formol toxoid given six 
weeks apart. It has been asked how long this pro- 
tection endures. Even when the tetanus antitoxin in 
the immunized person’s blood has fallen to a low level 
his body cells have been trained by the immunization 
to react quickly to the specific stimulus of tetanus toxin, 
and if infected with the tetanus bacillus he will rapidly 
produce adequate quantities of antitoxin. T.A.B. 
vaccine will probably be injected at or about the same 
time as tetanus prophylactic. Since 1918 we have 
learnt much about the choice of such strains of the 
typhoid bacillus as will generate high immunity. Oral 
vaccination has been advocated by some, but the 
general evidence has not yet sufficed to recommend 


J. R.A.M.C., 1938, 70, 289 
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T. N. A. JEFFCOATE : OESTROGENIC HORMONE THERAPY 


Fic. 1._-Smear of vaginal debris from a patient, aged 56, suffering Fig. 2.—Smear from same patient taken six days later. Treated 
from senile vaginitis. with 50 mg. stilboestrol, but no local medication. 


Fic. 3.— Radiograph of vagina filled with opaque fluid. Patient Fie. 4.—-Radiograph of vagina of same patient after treatment 
aged 21, suffering from genital hypoplasia. The lower third of with 80 mg. oestradiol benzoate during two months. Develop- 
the vagina is represented by a narrow track only wide enough ment of vagina now complete. The catheter had to be inserted 

to admit a catheter. through a large cork to keep the opaque medium in the vagina. 


Fig. 5.—A patient aged 72, suffering from kraurosis vulvae Fie. 6.—The same vulva photographed after seventeen days’ 


of five years’ duration. All previous treatment had failed. treatment with stilboestrol (220 mg.). No other form of treat- 
ment except an analgesic ointment was employed 
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JAMES KEMBLE: URETHROGRAPHY 


FIG. 1.— Antero-posterior view, with 10 c.cm. of radio-opaque fluid injected. Fic. 2.—Antero-posterior view, with 20 c.cm. of radio-opaque fluid injected. 


Fie. 3.—Right oblique view. Fic. 4.—Left oblique view. 
Four urethrograms, showing stricture, small peri-urethral diverticulum in bulb, and prostatic diverticula. 
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A. C. LENDRUM AND W. A. MACKEY: PAINFUL SUBCUTANEOUS TUBERCLES—THE GLOMANGIOMA 


Fie. 2.—x 250. H. and E. Silver impregnation of 
reticulum (Case IV). Showing abundance of reticulum 
and its intimate relation to glomus cells. 


Fic. 1.—x 8. H. and E. Illustrating topo- Fie. 3 x 500. Masson's trichrome stain (Case VII). Fie. 4.—~ 100. H.and E. Showing typical 
graphy of tumour from Case VI, the lesion Illustrating the typical relation of glomus cells to blood arrangement of layered glomus cells in wall of 
situated principally in the dermis, but extending spaces in paucivascular form of glomangioma. cavernous space (Case VIII). 

as a lobulated nodule into underlying fat. 


HAMILTON BAILEY AND R. J. McNEILL LOVE: ELECTROSURGICAL OBLITERATION OF THE GALL-BLADDER 
WITHOUT DRAINAGE (THOREK’S OPERATION) 


\ 
Fic. 1.—The cystic duct and artery have been Fig. 2.—The portion of the gall-bladder which Fic. 3.—The detached round ligament of the 
divided. The gall-bladder is being split open. remains attached to the liver is electrocoagulated liver, or a piece of omentum, is sutured over the 
and the contents evacuated into Thorek’s recep- gall-bladder bed 


tacle. Packs omitted for the sake of clearness. 
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G. JOLY DIXON: GENERALIZED ACTINOMYCOSIS WITH PREDOMINANT SPIN 
OF A VERTEBRA 


FIG. 3.—Spine from eleventh dorsal to second lumbar vertebra. 


FIG. 4.—Section of spine from eleventh dorsal to second lumbar 
vertebra. 
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this method to immunologists. An interesting develop- 
ment is revaccination some two years after the initial 
jmmunization ; according to J. F. Siler? one intra- 
dermal injection is said to be effective. This method 
has not been employed on a large scale and will prob- 
ably not be used in our armies. The records in the 
Official History of the common infectious diseases 
contained some surprises. Whereas diphtheria and 
scarlet fever in the armed forces rarely exceeded a 
rate of One per annum per thousand, measles, mumps, 
and rubella gave rates in some years three to five times 
jarger. These diseases will probably occur again. 
The means of control of diphtheria by swabbing, 
Schick test, and immunization where the incidence is 
high are well understood ; diphtheria therefore should 
cause no anxiety. Dick testing, swabbing, and isola- 
tion, with prophylactic inoculation of nurses and other 
personnel intensely exposed to infection, will give 
control of scarlet fever. Unfortunately no_ specific 
means of prevention will be practicable against measles, 
for sufficient supplies of prophylactic serum will be 
Jacking, Or against mumps and rubella; ordinary 
measures of isolation must suffice. Vaccination against 
cholera will presumably be used again, although the 
confidence of medical statisticians in its efficacy is 
probably not as robust as that of the clinicians in India. 
Secondary streptococcal infections, the cause of un- 
countable deaths in earlier wars, should be more effec- 
tively treated with drugs of the sulphonamide group 
and should no longer be the despair of the con- 
scientious clinician.  Bacillary dysentery—the  en- 
feebling flux which prompted Ian Hamilton to the sick- 
bed reflection that he at last understood why it took 
the Greeks ten long years to capture Troy—cannot 
readily be combated by prophylactic vaccination but 
must be controlled by general measures of hygiene. 
Leptospiral jaundice we understand better to-day than 
during the last war, though the elimination of pools 
of infected water and rats from trenches will present 
obvious difficulties: of twenty-eight rats captured at 
Aldershot thirteen yielded leptospira. Vaccination of 
dogs is successful and vaccination of man has been 
carried out in some parts of the world, but is not 
in genera! use. Among recruits concentrated in 
barracks we may expect a certain amount of meningitis 
and an occasional case of poliomyelitis. There are 
no completely satisfactory measures for controlling 
either disease, though spacing of beds, generous ventila- 
tion, and life in the open air materially reduce spread. 
Unfortunately the healthy carrier of vast numbers of 
meningococci in the nose or throat may carry the 
infection for months. 


THE BEST MINOR OPERATION 


Let no one reading the title of Lendrum and Mackey’s 
Paper at page 676 of our present issue imagine that 
the glomangioma is a tumour of little clinical im- 
portance. It is true that most tumours with un- 
familiar names are merely pathological curiosities, 


INFECTIOUS DISEASES IN WAR 


2 Amer. J. publ. Hith., 1935, 95. 
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differing in structure rather than behaviour from better- 
known growths. The glomus tumour, or glomangioma, 
is a thing entirely apart not only in the peculiarity of 
its origin and behaviour but because it affords any- 
one who recognizes it the opportunity of scoring what 
is perhaps the greatest of all successes in minor surgery, 
if success be measured by the patient’s gratitude. This 
tumour is a small subcutaneous nodule, usually but 
not always visible and recognized by the patient. 
Whether recognized or not its exact site is identified 
as the point of origin of severe pain, which is not only 
local but may radiate widely and give rise to various 
mistaken diagnoses, such as angina pectoris or neuritis. 
Patients who have had the condition for years learn 
to adopt various devices for protecting the site of the 
tumour from tactile and other stimuli which are apt to 
bring on an attack of pain. The tumour is often 
apparently traceable to one act of trauma, is almost 
always single, and never reaches any considerable size. 
Removal, which can easily be performed under local 
anaesthesia, is followed by the complete and immediate 
relief of all symptoms. All those, and there must 
be many, to whom this. condition has hitherto been 
unknown, will do well to search their memories for 
patients complaining of severe localized pain in a 
limb and to examine the site carefully when there is 
any suggestion of a “trigger point” in the patient's 
account of his symptoms. It is reasonably probable 
that there are at least some hundreds of people in this 
country awaiting the diagnosis which needs only to 
be made to ensure their relief. Lendrum and 
Mackey have themselves seen twelve cases in three 
years, and their observations on the recognition of 
supposed rarities might even be extended to the pro- 
position that when they are borne in mind some rarities 
prove to be comparatively common. No doubt a 
number of cases of this condition have been appro- 
priately treated in the past in ignorance of their specific 
nature ; the non-committal expression “ painful sub- 
cutaneous nodule ” has been applied to them. Recog- 
nition of the characteristic structure and of the origin 
of the nodule is due entirely to the studies of Pierre 
Masson, to whom we also owe the present-day view 
about the origin of another very different skin tumour— 
the originally so-called “ melanotic sarcoma.” Masson 
deduced the origin of the tumour in the glomus, an 
arteriovenous anastomosis abundantly supplied with 
nerves, the function of which is the regulation of skin 
temperature. The glomus tumour is hence an angioma 
in which the vascular channels are surrounded by the 
characteristic cells which form its borders in the normal 
glomus. Variations in structure depend on the relative 
predominance of different elements in the tumour, the 
glomus cell itself, nervous tissue, and the connective 
tissue stroma, as well as on the varying diameter of 
the vascular channels. It is a point of interest in 
connexion with the origin of the tumour and of some 
diagnostic importance that its presence may disturb 
the vasomotor reactions of the limb involved. A minor 
conclusion arising from Lendrum and Mackey’s study 
is that painfulness is independent of neural content ; 
there are reasons for regarding the glomus cell itself 
as the sensitive element in the tumour. 
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BEDS FOR THE “ORDINARY SICK” 


During the past two weeks there has been much dis- 
cussion in the lay press and in our own columns 
about the availability of beds in voluntary hospitals 
for acute medical and surgical cases, and in a leading 
article in the Journal of September 16 we described 
the situation in London, pointing out that a limited 
number of beds were in fact available for the treat- 
ment of what have been described as the “ ordinary 
sick.” There still appears, however, to be some mis- 
apprehension about the admission of such patients to 
beds which have been made available for casualties, 
and the Minister of Health has taken further steps to 
make it generally known among hospitals that 
patients whose condition necessitates in-patient treat- 
ment should be immediately admitted. New beds are 
continually being opened up in hospitals in various 
parts of the country so that the number of beds to be 
held in reserve for casualties should not be seriously 
diminished. Out-patient departments temporarily 
closed are now beginning to reopen, and the Ministry of 
Health in England and Wales and the Department 
of Health for Scotland have emphasized that the 
normal work of the hospitals should on no account 
be brought to a standstill, although admissions must 
continue to be regulated with discretion. In a state- 
ment to the House of Commons on September 13 (and 
reported in our issue of September 23) the Prime 
Minister stressed the same point, and said that in spite 
of fresh admissions of civilian cases the beds immedi- 
ately available for casualties had been maintained at 
the figure of 200,000. At a special meeting of the 
London County Council on September 22 Mr. Herbert 
Morrison, after reporting on the Council’s services in 
the war emergency, said that throughout all the 
changes and movement consequent upon the outbreak 
of war the necessity for providing care and treatment 
for the civilian sick of London had never been dis- 
regarded, although the need to make available a large 
number of beds for casualties had made it necessary 
to exercise very close supervision over ordinary admis- 
sions and also to accelerate discharges. If it was 
found that the staff in the central London hospitals 
was not sufficient to cope with the civilian sick who 
were admitted, and that the patients could not be sent 
to the hospitals on the periphery, the sector officers 
would arrange for staff from the periphery or outer 
hospitals to be recalled. School medical officers had 
in the main been drafted to hospitals pending requisi- 
tions for their services in the reception areas, which 
would come through the Central Medical War 
Emergency Committee. “ Unremitting attention,” he 
remarked, “ has been and will be given to the needs of 
the sick of London.” With regard to the preparations 
for the treatment of casualtics, most strenuous efforts 
had been made in every one of the Council’s hospitals 
in the emergency hospital scheme to provide for 
efficient treatment at a moment’s notice, and it had 
been ascertained by visits which had been made by 
the central office staff that these efforts, which included 
many ingenious improvisations, had produced a 
magnificent organization to meet any demand which 


might be made upon the staff up to the utmost limit 
of their capacity. Mr. Morrison said that the spirit of 
the staff and their willingness to do anything which 
they might be called upon to undertake was beyond 
praise. The London County Council is also to under. 
take, at the request of the Minister of Health, respon. 
sibility for providing temporary shelter for persons 
rendered homeless as the result of aerial bombard. 
ment. For this purpose a large number of schools and 
other premises have been provisionally selected for the 
immediate reception of these persons. 


STELLECTOMY FOR ASTHMA 


The treatment of status asthmaticus has ever been beset 
with the greatest difficulties, so that anything that 
brings some relief in a fair proportion of cases is to 
be welcomed. When medical methods have failed 
various surgical procedures have been tried, including 
bronchoscopy and operative section of various nerves. 
Leriche and Fontaine' give further statistics of the 
remote results of the surgical treatment of bronchial 
asthma by resection of the stellate ganglion either on 
the left side or, preferably, bilaterally. When all other 
methods have failed they consider that stellectomy is 
justified, and especially if alcoholic infiltrations of the 
stellate ganglia have had definite effect on severe 
attacks. Favourable reports by others in the French 
literature have led the authors to follow up their cases 
some time after operation. They claim six favourable 
results in eleven otherwise uncontrollable cases after 
intervals up to ten years. The surgical technique is 
described as extremely simple and free from any ill 
effects either immediate or remote, and as more 
practical than the resection of the posterior bronchial 
plexuses recommended by others ; the thoracic operation 
is thought to be more complicated and certainly more 
dangerous than simple stellectomy by the cervical 
route. Since these operations were originally per- 
formed the general treatment of asthma has much im- 
proved, and surgical measures such as these should 
now be but rarely necessary, since surgical “* cures” 
are infrequent and temporary favourable results occur 
in only half the cases, even after several operations. 


* Presse méd., 1939, 47, 241. 


The house of the Royal Society of Medicine reopened on Sep- 
tember 18 for conduct of its business along normal lines except 
in so far as the time may be modified by the war. The house 
will be open from 9 a.m. to 5 p.m. (including Saturdays), but 
the hour of closing will be altered as the evenings draw in. 
Meetings will be held in the mornings and early afternoons, 
as notified on the diary card. The Proceedings will be pub- 
lished monthly. The library services will continue as usual. 
The common rooms, with light luncheon and tea service, are 
functioning normally. An air raid refuge has been provided 
in the basement. As the Society desires to keep in touch 
with, and render particular service to, those of its Fellows 
who are at present in the fighting Services, such Fellows are 
invited to cemmunicate their Service titles and address to 
the Secretary of the Society as soon as possible in order 
that special adjustments may be made in subscription 
rates, etc, 
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WAR WOUNDS AND AIR RAID CASUALTIES 


The following article is a supplement to the series of lectures on war wounds and 
air raid casualties printed in these columns 


ORGANIZATION OF THE EMER- 
GENCY MEDICAL SERVICES 
Il, FIRST-AID POSTS 
BY 


C. SEELEY, M.B., B.S., D.P.H. 


Under the Air Raid Precautions Act, 1937, and the Air 
Raid Precautions (General Schemes) Regulations, 1938, 
county councils and county borough councils (and a few 
smaller authorities) are charged with the responsibility 
of setting up certain medical services. These services 
include arrangements for the collection of casualties by 
means of what are called first-aid parties or stretcher 
parties, their transport to aid posts or receiving hospitals, 
and their treatment in the aid posts or in country areas 
at first-aid points. Local authorities are not now respon- 
sible for hospital treatment or for inter-hospital transport, 
which are the direct responsibility of the Ministry of 
Health and the Department of Health for Scotland ; but 
all branches of the casualty service are closely related 
and, apart from the recruiting of personnel and their 
preliminary training and arrangements for _ first-aid 
parties, are now all controlled by the Health Departments. 
The difficulty of planning a suitable first-aid service 
lies in the absence of any data or experience on which to 
estimate the number of the casualties likely to be caused 
or the places where they may be expected to occur. Con- 
ditions in Spain, China, or Abyssinia, where there was 
practically no ground defence and very inferior air 
defence, were very different from the conditions which 
now prevail in England. In addition the possible use of 
gas complicates the arrangements to be made. It is 
significant that gas was not used in Spain or China, and 
not, it may be supposed, from motives of humanity. It 
was used in Abyssinia against troops without cover, 
without personal protection, and without any training in 
defence measures. But while it would be unsafe to con- 
clude that it would not be used in England, even if only 
in an attempt to cause panic and to hamper defence 
Measures against other forms of bombing, some protec- 
tion against mustard gas is comparatively easy and the 
casualties caused should not be very severe. Gas is a 
bulky substance to carry in an aeroplane, and_ its 
military value against civilians in houses is insignificant 
compared with high-explosive or incendiary bombs. Never- 
theless casualties may be caused by mustard gas, and 
arrangements for their treatment must be made. 
_ One of the main anxieties of the larger general hospitals 
is that their proper work of dealing with severely injured 
Cases requiring in-patient treatment might be seriously 
hampered by the arrival of large numbers of less seriously 
injured persons demanding attention. In order, then, 
that these hospitals may function to the best advantage an 
efficiently organized system of first-aid parties and first- 
aid posts is essential. 


First-aid Parties 


_ Each first-aid party consists of four men, fully trained 
im first aid. They are stationed at depots throughout the 
district, and on receiving information that casualties have 


occurred at a particular place, will proceed with their 
stretcher, either on foot or in a car provided for the 
purpose, to the site, to which one or more of the small 
street ambulances will also be sent. Each member of the 
first-aid party carries a pouch with first-aid requisites, 
and is trained to give such attention as is necessary to save 
life or to allow the casualties to be moved. Members 
of the party must exercise discrimination in the initial 
disposal of cases, either sending them home or to a first- 
aid post or a hospital, as may be appropriate. It is 
important that, during the periods of activity and pressure 
immediately following a raid, hospitals and aid posts 
should not have unnecessary work thrown upon them, as 
would be the case if casualties which ought to have gone 
to aid posts arrived at hospitals and others whose injuries 
necessitated immediate hospital treatment were sent to aid 
posts. Serious cases should be transferred to hospitals 
direct if they are likely to require in-patient treatment. 

It would be ideal for a doctor to go to the site of a 
raid and be the first to see the patient, but enough doctors 
will not be available after the calls of the fighting services, 
the civil hospitals, the aid posts, and districts receiving 
evacuees have been met. 


Ambulance Transport 


Every scheme-making local authority has earmarked a 
number of commercial vehicles to serve as ambulances. 
Fittings have been made which convert the vehicle into an 
ambulance capable of carrying two or four stretcher cases 
for at least a short distance in comparative comfort. 
These street ambulances are stationed at depots through- 
out the district. They will take cases direct from the 
scene of the accident to hospital or to an aid post, as 
advised by the leader of the stretcher party. Each ambu- 
lance has an orderly in attendance in addition to the 
driver. 

First-aid Posts 


The functions of aid posts may be stated to be: (a) to 
act as a buffer to the hospitals and so prevent them trom 
being overcrowded by the less seriously injured. (b+) To 
give immediate and initial treatment to such seriously 
injured casualties as may for one reason or another come 
to the aid post before going to hospital. (c) To treat 
and send to their homes the slightly injured, including 
persons suffering from nervous shock. (d) To provide 
cleansing facilities for persons who have been con- 
taminated by gas, either weunded or unwounded, unless 
separate cleansing staticns have been set up for the 
unwounded. 

In order to fulfil these conditions, and to utilize build- 
ings which can be adapted at short notice and which the 
public are already accustomed to associate with medical 
treatment, aid posts have been sited at hospitals or chnics 
wherever possible or in buildings close to hospitals. It 
is a guiding principle in military surgery that casualties 
must be evacuated from the front line as soon as possible. 
Conditions on the home front will be different, inasmuch 
as there will be no front line with commun‘cations leading 
back to the rear by way of the casualty clearing stations. 
Nevertheless, it will still be desirable to move casualties 
out of the danger area as soon as possible. Hence major 
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surgical work should not be undertaken at aid posts. 
From the very position of the aid post, however, as the 
first medical unit in the casualty organization, patients 
may well be admitted who require immediate surgical 
intervention before they can safely be moved to the 
casualty receiving hospital. In order to give such treat- 
ment, to superintend the work of the staff, to administer 
dangerous drugs or tetanus antitoxin, and above all to 
make an accurate diagnosis of the extent of the injury 
and of the type of treatment required, medical men are 
placed in charge of first-aid posts, and the necessary 
equipment provided. 
Mobile Units 


As well as fixed aid posts established in buildings, 
mobile aid posts or mobile units have been formed in 
many districts to serve the needs of a wide area. A 
mobile unit consists of a van fitted with removable cup- 
boards and containers in which is stored all the necessary 
equipment of a post. The units are usually placed at 
hospitals or at some convenient centre at which the 
nucleus of a staff can be quickly collected. Such mobile 
units will go to the scene of the accident, which may be 
in a small township some miles away, and attend to the 
casualties either in the open or in some convenient build- 
ing. Patients will not be dressed in the vehicle itself, 
which is in no way intended to serve as an operating 
theatre, but merely as a conveyance for stores and 
personnel. 

FIRST-AID POINTS 

An aid point is litthke more than a box of dressings 
placed in the surgery of a doctor or in the house of a 
district nurse or at some point where the few casualties 
which may be expected can be collected and given first-aid 
treatment pending the arrival of a mobile unit or an 
ambulance. 

Administration and Lay-out 


First-aid posts should have facilities both for first- 
aid work and for the cleansing of persons contaminated 
by gas. Aid posts vary in their individual lay-out 
according to the accommodation available, but in general 
they consist of a receiving room, a treatment room, and 
a rest room in which patients can wait before going home 
or being removed to hospital. Patients will not be kept 
in an aid post for longer than is necessary. Arrangements 
for cleansing gas-contaminated persons are also made, in 
separate rooms if they are available. 


FIRST-AID SECTION 
This consists of: (1) A’ reception room to which 
casualties are admitted, the extent of the injury assessed, 
personal belongings and valuables collected in a bag, and 
a casualty record card, M.P.C. 44, made out: (2) a first- 
aid room where the necessary medical treatment is given, 
and notes made on the casualty record card, particularly 
the administration of morphine or any other information 
of value in subsequent treatment ; (3) an evacuation or rest 
room in which patients can wait pending discharge home 
or to hospital: a separate casualty card, M.P.C. 46, will be 
used for patients being transferred to hospital, and will 
be sent along with the patient. 


CLEANSING SECTION 

Outside the reception room there should be an open 
shed where grossly contaminated outer clothing can be 
removed and put into bins before the patient enters the 
building, where any further clothes may be removed. A 
separate cleansing room where washing facilities are pro- 
vided and prophylactic or bleach treatment carried out 


may or may not be provided, but where a separate room 
is not available or cannot be easily provided, washing 
facilities should be available in the reception room. A 
dressing room where cleansed persons are provided 
with clothing may or may not be the same room as that 
used for the discharge of non-contaminated casualties, 
Separate accommodation for the sexes is not essential, 
Where the building does not lend itself to separation, 
screens or curtains can be made to provide the necessary 
privacy. 
Personnel 


First-aid posts come under the general administrative 
control of the medical officer of health, and are under the 
immediate executive control of a medical officer placed 
in charge of the post. In many cases local authorities 
have designated the doctors for this work in consultation 
with the Local Emergency Committee. The medical 
officers appointed are paid in peace time a fee of 20 
guineas a year, and are responsible for the collective 
training of the personnel. In this way they get to know 
the personnel of their posts, and a team spirit is introduced 
which adds to its efficiency. A large post, excluding 
reserves, consists of a doctor and a staff of sixty (ten men 
and fifty women), a small post of a doctor and forty 
(seven men and thirty-three women), each divided into 
three eight-hour shifts. A mobile unit consists of a doctor 
and seven men or women per shift. The team should if 
possible include at least one trained nurse and a number 
of nursing auxiliaries. Where required for the large posts 
a small skeleton staff of ten per shift may be employed 
whole-time, but the others will be part-time volunteers. 
It is highly probable that most aid posts will never treat 
a single casualty, and it may well happen that in the course 
of a war lasting perhaps for some years many of them 
may be given up. 

When the air raid warning signal is given the shift 
liable for duty should report ai once, if they can reach the 
post before the raid commences ; if not, they must try to 
get there as soon as the streets are reasonably safe. One 
of the advantages of having a post sited at or near a 
hospital is that some staff is always available, ready to 
start work as soon as the first casualties begin to arrive. 
First-aid parties or stretcher bearers do not form part 
of a first-aid post. They are more closely associated 
with other A.R.P. workers, such as rescue and demolition 
parties, and consequently are stationed at or near the 
depots, to which the earliest information of the raid will 
come. The medical officer of an aid post is not respon- 
sible for the training or organization of first-aid parties. 

Aid posts vary so much in size, in lay-out, in the 
number of casualties they may be expected to treat at 
one time, and the conditions under which they may have 
to work that no uniform standard of organization is 
possible or desirable. What might be suitable in a large 
aid post in a congested city liable to be the object of 
repeated and concentrated attack would be quite inappro- 
priate for an aid post in a small and remote country 
town. The work will be very similar to that of a busy 
surgical out-patient department, with the addition of 4 
separate staff for dealing with persons contaminated by 
gas if any such cases should occur. Selected attendants 
will be required to be on duty at the door to prevent the 
entrance of unauthorized persons as well as to help with 
the reception of casualties. Clerks, messengers, and 
store-keepers will also be required. The medical officer 
in charge will have to conduct at least twelve training 
sessions in the year, and will probably find that the 
judicious choice of a suitable man or woman to serve as 
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Sept. 30, 1939 
adjutant and be responsible for the allocation of duties 
and the general supervision of the organization will relieve 
him of much non-clerical work. Nevertheless this will 
not relieve him of his primary responsibility for the 
efficient administration of the post. A quartermaster or 
store-keeper ‘s an equally important member of the team. 
More than half the staff will be employed in non-medical 
duties, but it is desirable that all should be as highly 
trained in first aid as is possible. Training parades should 
include practical work in first-aid and anti-gas measures, 
a limited number of lectures by the medical officer, and 
practice in dealing with a rush of casualties, preferably 
in combination with the practices of first-aid parties and 
ambulances. Each member should be given an oppor- 
tunity of obtaining practice and experience in the various 
duties of the post. 


Conclusion 


It is an axiom that every great war is different from 
the last. No well-defended country with efficient ground 
defences and an active and- adequate air force has as yet 
been the subject of aerial bombardment, and though the 
speed of modern aircraft makes it probable that a number 
of machines may penetrate the defences, it is impossible 
to foretell what life in large cities will be like. Certainly 
conditions will be in no way comparable to that of troops 
in the last war exposed to long-continued periods of 
intense bombardment in comparatively shallow trenches, 
from which they might not move. In most towns in 
England attacks will be sudden and almost unexpected, 
and will be followed by long periods of complete safety. 
The casualty service must therefore be one which can be 
relied on to function in all parts of the country at short 
notice after long periods of comparative peace. Later 
on it will probably be necessary to modify the arrange- 
ments in the light of experience, but for the first few 
weeks the policy must be one of hoping for the best and 
preparing for the worst. 


Physical Medicine in War Time 


Sik,—The letters of Drs. Garton and Kellett Smith in your 
recent issues draw attention to the important part this special 
branch of medicine (then known as electrotherapy) played in 
the last war. The Summerdown Camp at Eastbourne was 
well known to me then, and was indeed an inspiring model 
of organization and efficiency in reconditioning the disabled 
from whatever cause, surgical or medical. 

In the present war the need for efficient and speedy recon- 
ditioning of patients, whether Service or civilian, by physical 
means will be of the highest importance not only for mini- 
mizing pain and residual disability but also by returning 
patients to their technical jobs as soon as possible. Further, 
properly applied physical treatment can effect an enormous 
saving in pensions. The number of cases that can be bene- 
fited in this way will, all too certainly I fear, run into many 
tens of thousands, and will require a large organization col- 
laborating closely with all branches of the profession, especi- 
ally the orthopaedic, infiltrating practically every hospital in 
the country except perhaps those where the duration of stay 
is very short. Special convalescent camps, like that at East- 
bourne, will undoubtedly be required where physical methods 
and re-education and occupational therapy will play the 
dominant part. 

It is also important to remember civilian needs. For 
instance, the treatment of rheumatism and arthritis by physi- 
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cal methods has almost come to a standstill for the time 
being. The Red Cross Clinic, catering for 100,000 treatments 
a year, has been closed, and all will agree that rheumatism 
and arthritis tend to be exacerbated under stress. The requests 
at the clinic alone are enormous. What has been, or is being, 
done in these matters? 

As chairman of the Physical Medicine Group of the British 
Medical Association, I have received a large number of 
letters from doctors, masseurs, and manufacturers of electro- 
medical apparatus, desiring to know the present position and 
proposals. The present position may be summarized as 
follows. The Physical Medicine Group Committee has for 
many months been building up a shadow organization that 
could become active and develop rapidly as need arose. Sir 
Robert Stanton Woods has represented the group on the 
Central Emergency Committee from its formation until his 
appointment as consultant adviser to the Ministry of Health,’ 
and has been indefatigable in securing in sectors and areas 
recognition of the importance of physical medicine and in 
building up the basis for rapid development. The recognition 
of physical medicine as a subject requiring separate considera- 
tion was undoubtedly due to the strong support given to the 
Physical Medicine Group by the B.M.A. There has also been 
close collaboration with the massage corps and the manufac- 
turers. The Physical Medicine Group Committee discussed a 
shadow organization as long ago as last July, at the request 
of Sir Robert Stanton Woods, dealing with all branches of 
the subject, including rehabilitation and occupational therapy. 
This proposed organization can be put into action when re- 
quired. It is therefore clear that the subject is neither for- 
gotten nor being neglected. 

The Group Committee has envisaged from the first a period 
of transition and then a gradually increasing demand, and 
they would ask all those interested in the subject to await 
developments with patience. There are, however, certain 
dangers inherent in a “ second-line’ subject such as physical 
medicine during the waiting period. Doctors with special 
knowledge anxious to throw their whole weight into the war 
at once take on work unconnected with their specialty. The 
same applies to masseurs and particularly to those key people 
—doubly qualified nurses and masseuses. Manufacturers of 
electromedical apparatus must also perforce look for other 
war work. These things are already happening, and herein 
lies the hurry, or rather the need for planning ahead, lest the 
efforts that are being made are stultified.—I am, etc., 

C. B. HEALD, 
Chairman of the Physical Medicine Group. 

London, W.1, Sept. 25, 


Base Hospitals as Clinical Centres 


Sir,—The widespread dislocation of normal life created 
by the war has given rise to a host of serious medical 
problems for which no solution has so far been found. The 
Emergency Medical Service, so happily conceived and care- 
fully planned, has provided an admirable machinery for 
dealing with the casualties which are only too likely to occur 
when the war reaches our shores. But the emergency does 
not end there by any means. Great hospitals, which for 
years past have provided the most scientific form of medical 
and surgical treatment for a large section of the population, 
have been broken up or reduced to a casualty basis. Wards 
have been closed, medical and nursing staffs dissipated, vital 
departments stripped of their equipment, medical and nursing 
education interrupted and jeopardized, and thousands of 
people deprived of that skilled assistance which the hospitals 
of our great cities so freely provided. 

What is going to be done about it? It is evident that we 
are in for a long and grim struggle, and the Government 
is basing all its plans on that assumption. A heavy respon- 
sibility therefore rests on those who are concerned with 
the health of the nation to take an equally long view of 
the situation and look far beyond the mere improvisation of 
emergency measures for the treatment of casualties. 

It is here that the new organization of the Emergency 
Medical Service can fulfil a most important part. Under 
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that organization there is rapidly coming into being a large 
group of base hospitals, situated for the most part some 
twenty-five to thirty miles distant from vulnerable areas such 
as London, and destined to become great new centres of 
healing. Each of these base hospitals is capable of develop- 
ment into a unique clinical centre if only its function is 
rightly appreciated. Staffed, as most of them are, with a 
full complement of whole-time specialists, they will be able, 
if rightly organized and properly equipped, to undertake far 
more than the treatment of casualties, vital as that is for 
an institution which has no further line of retreat but is 
charged with the responsible task of refitting disabled men 
and women for a return to normal life. But they can do 
even more than that, for with such a staff and organization 
and so many available beds they can easily provide in-patient 
accommodation for patients from central hospitals in the 
vulnerable areas, while at the same time offering scope for 
the investigation of disease, the prosecution of clinical 
research, and the clinical education of both students and 
nurses. 

It is true that this at once raises large financial issues, 
for it is impossible for local authorities to assume so heavy 
a burden as the maintenance of such base hospitals will 
necessarily entail. But surely this is not the time for the 
slightest hesitation on such a ground. Already we are ex- 
pending as a nation vast sums of money daily on military and 
civil defence, and there is no form of defence which is 
more vital than that of preserving the health of the nation 
and providing fer the training of our future medical and 
nursing profession. If provision can no longer be safely 
made for this purpose in the potentially dangerous surround- 
ings of our congested cities, or through the instrumentality 
of an overstrained voluntary hospital system, an excellent 
substitute can be found by equipping and financing the base 
hospitals for the task.—I am, etc., 


Batme, M.D., F.R.C.S. 
Sept. 24. 


Eye Injuries in War Time 


Sir,—May I congratulate Mr. Arnold Sorsby on a well- 
thought-out and practical scheme for the treatment of eye 
injuries (Journal, September 23, p. 641). But 1 am afraid 
he overlooked one point of importance—prevention of septic 
complications. If the lacrimal passages are obstructed and 
especially if there is a collection of pus in the lacrimal sac, 
they must be dealt with efficiently and immediately at the 
casualty clearing station and cannot be left over for the base 
hospital. There is no difference whether the eye is merely 
inflamed, or diseased, or injured ; the free passage through the 
lacrimal ducts must be obtained. In case of doubt chemical 
or mechanical means of diagnosis must be employed. This 
was my invariable practice at the front with the Russian 
Army during the last war, and, I think, it prevented many 
complications. To the equipment suggested by Mr. C. B. 
Goulden | would add, therefore, instruments for dealing with 
the lacrimatory passages.—I am, etc., 


N. Pines. 
London, E.1, Sept. 24, 


Psychological Casualties in War 


Sir,—May I pay tribute to Dr. Maurice Wright's lucid 
articles on the treatment of psychological casualties during war 
(Journal, September 9, p. 576, and September 16, p. 615)? 
There is one point, however, which I think needs considerable 
amplification. In the penultimate paragraph to his second 
article Dr. Wright says (p. 617): “In every psychoneurotic 
there is maladjustment to the normal aggressive instinct. The 
acute mental sufferings of the war casualty may release this 
instinct of aggression in dangerous anti-social forms. He may 
become the complete rebel against all forms of authority and 
against the form of civilization which he holds responsible 
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for his sufferings.” How is a psychotherapist to evaluate the 
conduct of some of the patients which may be brought to him 
towards the end of a protracted and ruthless war? 

If. as the result of reading leaflets dropped by our R.A.F, 
certain German subjects rebel against the form of govern- 
ment which they hold responsible for their sufferings, their 
actions will doubtless be counted as a _ rebellion against 
authority and therefore dangerous and anti-social. If an en- 
lightened medical officer prescribed psychotherapy for these 
rebels rather than the shooting squad, what is the proper 
procedure for the German psychotherapist? Should he con- 
centrate on the maladjustment of the patient to his aggressive 
instincts or should he ponder the message dropped by the 
R.A.F.?—I am, etc., 


London, $.W.17, September 19, L. T. Hicciarp. 


Sir.—In_ reference to Dr. F. Dillon’s letter (Journal, 
September 16, p. 622), 1 should like to say that I also read 
Dr. Maurice Wright's article on psychological emergencies 
in war time VJournal, September 9, p. 576) with much interest, 
as well as Dr. Wright's further article in your issue of Sep- 
tember 16 (p. 615), and I should like to add my congratula- 
tions to Dr. Wright on the very able way in which he has 
presented this subject. 

It may be true that all psychiatrists and neurologists will not 
agree with his terminology or classification ; after thirty-five 
years’ experience in this branch of medicine | venture to 
state that no terminology or classification has yet met with 
universal agreement and approval, although much time has 
been spent during recent years by members of the Royal 
Medico-Psychological Association and others in trying to 
bring this about. 

“Now that the war is upon us,” to use Dr. Dillon’s own 
phrase, it seems hardly the time to make criticisms on matters 
of this kind. Dr. Dillon’s letter is too long to reply to 
more fully, but there is one matter to which he refers 
and which is of such practical importance that I venture 
to ask you to allow me some of your valuable space. It is 
the giving of morphine, among other drugs, to this group of 
psychoneurotics and psychotics. I find that morphine is still 
the drug most commonly given to these cases by the general 
practitioner, and I am as convinced now as I was in 1914, 
when my article on the role of hypnotics in mental disorders 
was published in the Journal of Mental Science, that morphine 
should not be used in such cases, and does more harm than 
good unless there is reason to suppose that pain is the cause 
of the restlessness or sleeplessness. I spoke against the use 
of morphine in the discussion on the use of narcotics jn the 
treatment of nervous and mental patients at the British 
Medical Association meeting at Bournemouth in 1934, and | 
therefore seize this opportunity of again drawing attention to 
this matter. It might also be useful to the general practi- 
tioner to add that luminal, if prescribed as such, is expensive, 
and that if phenobarbitone is prescribed instead the same drug 
and the same results will be obtained at approximately half 
the price. 

With reference to Sir Arthur Hurst's letter in the Journal 
of September 23 (p. 663), many will remember the good work 
he did in the treatment of specially selected cases of this kind 
at Seale Hayne, near Newton Abbot, during the latter half of 
the last war, and they know that he abandoned hypnotism 
for the method of simple explanation, persuasion, and re- 
education. The fact that the majority of the patients in these 
cases also had their self-regard satisfied as well as_ their 
instinct of self-preservation by being discharged from the 
Army before leaving hospital must also be remembered. This, 
of course, is not going to be quite so simple in dealing with 
cases occurring in the civilian population after air raids. | 
feel that one form of treatment may succeed best at the 
hands of one person and a different form of treatment at 
the hands of another, and that this is not the time to condemn 
either but to combine our resources in this direction.—l 
am, etc., 


RICHARD EAGER, 
Hon. Consulting Psychiatrist, Royal 
Devon and Exeter Hospital. 


Sept. 25. 


SiR, 
on the 
Septem 
incomp 
diagnos 
suggest: 
course, 
recogni 
turbance 
hospita 
casualti 
to a 
examin, 
experts 
To 
during 
ness OF 
whom 
“functi 
dissemi 
anoma! 
of the 
state ~ 
only 
psychia 
the pat 
should 
being | 
sphere 
To 
cases, | 
stations 
value « 
and sel 
establis 
to dise 
import: 
hospita 
stations 
and co 
and th 
All do 
patient 
expert 
necessa 
of the 
of ar 
station 
has to 
judgme 
little o 
Depa’ 
Cri 


Sir, 
a psycl 
sion in 
during 
written 
ence t 
criticiz 
with th 
describ 
evacua! 


the las 
Pointec 
Maccul 
portans 
recent 

efficien 
chronic 
with a 


sg 
— 
| 
3 
| 
/ 
genul 
ego ide 
So f. 
ae 


Sept. 30, 1939 


Dr. Maurice Wright's sound and well-founded articles 
on the management of psychological war casualties (Journal, 
September 9, p. 576, and September 16, p. 615) seem to me 
incomplete in one important point. He does not consider the 
diagnostic difficulties of many neuropsychiatric cases and 
suggests nO provision to overcome them. There will be, of 
course, a number of patients in whom it is relatively easy to 
recognize the hysterical or neurotic nature of their dis- 
turbances even at the first-aid post or in the casualty clearing 
hospital, where they are mixed up with all kinds of other 
casualties. But in many others it will be impossible to come 
to a definite diagnosis without a complete psychological 
examination and probably a short period of observation by 
experts in a special clearing station. 

To mention a few examples which were rather common 
during the last war: patients with a so-called functional deaf- 
ness or “ hysterical” disturbances of the vestibular organ in 
whom an underlying organic damage is suspected; cases of 
“functional” tremor or spasticity to be differentiated from 
disseminated sclerosis; “cardiac neurosis” co-existing with 
anomalies of rhythm and pathological sounds; finally, one 
of the most frequent questions, whether a prolonged “ anxiety 
state” or “ hysterical stupor” is really a psychogenic reaction 
only or the symptom of beginning schizophrenia or other 
psychiatric illness. The diagnosis should be cleared up before 
the patient is sent to the special treatment centre. The latter 
should be entirely devoted to its therapeutic work without 
being loaded with unsuitable cases which disturb the atmo- 
sphere and increase the difficulties unnecessarily. 

To avoid diagnostic failures and the mismanagement of 
cases, the establishment of special neuropsychiatric clearing 
stations seems the obvious way out. They proved of great 
value during the great war in Germany for the distribution 
and selection of the patients for treatment, as well as for the 
establishment of the causal factors which are often so difficult 
to disentangle in neuropsychiatric cases, and which are so 
important when the question of pension arises. Every large 
hospital area should have one of these neuropsychiatric 
stations. They should have the opportunity of consultation 
and co-operation with other medical and surgical specialists, 
and therefore be attached preferably to a general hospital. 
All doubtful cases in the area should be sent to the out- 
patient department of the neuropsychiatric station for an 
expert opinion, and admitted for observation in the station if 
necessary. If one thinks of the delicate and personal nature 
of the subjects dealt with during a psychological examination 
of a patient, one sees at once the advantage of a clearing 
station over the procedure whereby the consultant psychiatrist 
has to see the cases in general wards and has to base his 
judgment on the observations of his colleague with, perhaps, 
little or no experience in psychological medicine.—I am, etc., 


Department of Clinical Research, W. Mayer-Gross. 
Crichton Royal, Dumfries, September 18. 


Sin.—If one did not know that Dr. Maurice Wright was 
a psychotherapist of experience one would obtain the impres- 
sion in reading his second article on psychological casualties 
during war (Journal, September 16, p. 615) that it had been 
Written mainly from theoretical knowledge with little refer- 
ence to facts or to the necessities of the situation. He 
criticizes the method of dealing by symptomatic treatment 
with the war neuroses, stigmatizes it as “ authoritarian,” and 
describes in contrast the method he prefers, which involves 
evacuation for all but the mildest cases, treatment by the 
“genuine psychological approach,” the rebuilding of a normal 
ego ideal, and, finally, “ complete rehabilitation.” 

So far as the long-standing or chronic cases resulting from 
the last war are concerned Sir Arthur Hurst has effectively 
Pointed out in the Journal of September 23 (p. 663) the 
imaccuracy of Dr. Wright's views. But clearly of greater im- 
Portance is the question of the best method of treating the 
recent and acute conditions, because if these are dealt with 
efficiently in the early stages there wil! be considerably fewer 
chronic patients to be !ooked after. As one who had to deal 
with a large number of cases in the last war and worked 
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out, apparently successfully, means of treating the patients 
and restoring a large proportion to fighting units, | should 
be glad to learn on what authority Dr. Wright states that 
there were very frequent relapses among those treated by 
rapid methods. I assume that he did not make the state- 
ment merely on an impression gained from a few cases, 
and to avoid unnecessary discussion it would be helpful if 
he would give a brief résumé of his evidence. 

| have no personal experience of the methods attributed to 
Lhermitte, but to condemn faradization, hypnotic suggestion, 
persuasion, and re-education as directed against symptoms 
because they are “authoritarian” methods seems to me to 
indicate a loss of the sense of proportion. Dr. Wright no 
doubt has visualized the sufferings of a soldier with a fracture 
being brought down from the front line first on a stretcher 
and then jolted in an ambulance over rough and broken 
roads before reaching hospital. He should explain, there- 
fore, on what principle he implies that functional nervous 
cases must be spared all pain if by the application of a few 
moments’ faradization the patients are cured of a disability 
that might incapacitate them for months or years, as 
happened in the last war. Are we not entitled to assume 
that the patient in a genuine case would be only too pleased 
to be cured of a conversion symptom at the cost of a little 
pain? 

| refrain from asking Dr. Wright for a more precise ex- 
planation of his aim in treating such cases by instilling true 
insight into the meaning of the symptoms, socialization, and 
complete rehabilitation, as it would lead too far into technical 
details. It impresses me as an example of argument upon a 
purely theoretical conception when, in dealing with the treat- 
ment of hysterics, he makes the point that they have “ never 
been completely well-adjusted people "—that is, they are 
never found, on full anamnesis, to be free from some neurotic 
or character maladjustment. Has Dr. Wright ever found such 
a completely well-adjusted person even among the _best- 
balanced and most “normal” people? If so, I should like 
to meet the phenomenon and would be interested to conduct 
the anamnesis. 

We are, however. entitled to ask Dr. Wright if he can 
give even an approximate estimate of the proportion of the 
psychological casualties which will require evacuation and the 
detailed psychotherapy which he recommends. Does he aim 
at getting the patients back to fighting units or dangerous 
civilian posts, or does he hope merely to get them fit for 
simple jobs, without responsibility, in safe areas? Can he 
say what the average duration of the treatment he has in 
mind is likely to be? 

Finally, as he stresses the difference between military and 
civilian cases and states that we must remember that the 
latter retain freedom to continue or discontinue treatment, 
is he contending that a civilian case has the right to refuse 
treatment and claim at the same time a pension for his 
disability ?—I am, etc., 

London, W.1, Sept. 23. FREDERICK DILLON, 


Sin,—May | offer one criticism of Dr. Maurice Wright's 
instructive article on the treatment of psychological casualties 
during war time (Journal, September 16, p. 615). He refers to 
the treatment of very severe hysteria by evipan narcosis with 
suggestion. My criticism is that evipan—a German-made 
drug—should be replaced by pentothal sodium, which is manu- 
factured in England. My reasons for this preference have 
been elaborated in papers published in the Journal of Mental 
Science (July, 1936), and in the Medical Press and Circular 
(April 7, 1937). A further argument, which seems obvious, is 
that the German drug may become unobtainable.—-I am, etc., 


Dorchester, Sept. 16. J. S. Horstey. 


The Aggressive Instinct 


Sin,—Dr. Maurice Wright's interesting article on psycho- 
logical casualties during war (September 16, p. 615) is, I 
venture to suggest, marred by the penultimate paragraph. It 
is, | suspect, littl more than a question of extremely unfor- 
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tunate phraseology. Dr. Wright says: “In every psycho- 
neurotic there is maladjustment to the normal aggressive 
instinct.” The terminology here is very confusing and most 
unscientific. 

Psychologists are agreed that overt sadistic tendencies are 
a normal teature of infancy, but any such tendencies should 
have been adequately sublimated during development, and 
their expression in a direct form in the adult is regarded as 
definitely pathological in a civilized community. In fact, the 
term “normal aggressive instinct” is quite erroneous when 
applied to the normal civilized adult, and is one of those 
catch phrases coined by those defeatists who, ignoring alto- 
gether the social and economic causes of war, regard it as an 
ineradicable evil due to some primeval fault in man’s mental 
make-up. Dr. Wright goes on to say: “The acute mental 
sufferings of the war casualty may release this instinct of 
aggression in dangerous anti-social forms. He may become 
the complete rebel against all forms of authority and against 
the form of civilization which he holds responsible for his 
sufferings.” 

We have heard already that some millions of Czechs and 
Slovaks have rebelled against Nazi “ civilization,” and we may 
legitimately hope and indeed expect that some 80,000,000 
Germans will ultimately become ~ the complete rebel” against 
the form of authority which they hold responsible for their 
sufferings. 
1 am, etc., 


Dartford, Sept. 20. B. H. Kirman, M.D., D.P.M. 


X-ray Examination of Militiamen 


Sir,—Dr. J. V. Sparks in his communications in the Journal 
of May 13 (p. 1003) and September 23 (p. 664) has stressed 
the necessity for routine examination of militiamen to include 
an x-ray examination of the chest. 1 entirely agree with 
him, especially an examination of the chest to eliminate active 
or arrested tuberculous disease. Those of us who, after 
the last war, had an opportunity of examining these cases 
for the Ministry of Pensions came across a large number 
with active pulmonary tuberculosis supposedly due to or 
precipitated by gas. Under the stresses and strains of modern 
warfare an arrested tuberculous infiltration may easily become 
active. Clinical examination frequently fails to reveal any 
evidence of either active or arrested pulmonary tuberculosis, 
and certainly the very early infiltration is invariably missed. 

1 am surprised that the authorities have not insisted on 
such examinations, and it seems to me that they are carry- 
ing a very heavy responsibility for the future in the payment 
of pensions in cases in which, if there had been an x-ray ex- 
amination, such expense would have been avoided. Many 
manufacturers have now a simple and economic method of 
mass x-ray eXamination of the chest by means of directly 
photographing the fluorescent image on to a small photo- 
graphic film one inch square or slightly larger. Thousands 
of such cases could be examined with very little expense. 
Immediately before the outbreak of war such mass examina- 
tions were carried out in Germany.—I am, etc., 


Hull, Sept. 23. J. E. BANNEN. 


Materials for Ligatures 


Sir,—On my visits to numerous hospitals in the London 
Sectors | find that in some cases there is anxiety about the 
stocks of catgut for ligatures. While | am assured that ade- 
quate stocks are held in the country, there may be here and 
there a lag between demand and supply. 

Under these circumstances may I suggest that fine 
linen thread, silk, or sewing cotton may replace catgut for 
the ligation of vessels; in fact, these substances in many 
respects have an advantage over catgut. Number 100 thread 
and number 24 cotton, which are obtainable from any draper, 
are suitable, though many other sizes are also useful. In the 
same way, linen thread or silk, preferably black, may replace 
silkworm-gut for skin suture.—I am, etc., 


London, W.1, September 19. J. E. H. Roperts. 
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The ** Iron Lung” in the Treatment of Scoliosis 


Sir,—The treatment of scoliosis is one of the most difficult 
problems confronting the orthopaedic surgeon. Hitherto 
exercises, and jackets either of plaster-of-Paris or some other 
material, followed sometimes by bone-grafting operations, 
have been the main methods available for dealing with this 
condition. When the munificence of Lord Nuffield made it 
possible for many hospitals to have as part of their equipment 
a cabinet respirator (iron lung), it was suggested that on 
theoretical grounds this apparatus might be utilized, in addi- 
tion to its ordinary purpose, for the treatment of scoliosis. 

The receipt a few months ago of the “iron lung” at the 
Harlow Wood Orthopaedic Hospital has given the opportunity 
to see whether this suggestion was practicable. Our proce- 
dure has been to apply a plaster jacket, cutting a window 
over the depressed area of the chest. Patients have been 
placed in the mechanical respirator and allowed to remain 
there daily for about fifty minutes. In some cases they go 
to sleep and in none do they feel any embarrassment. While the 
patient is in the apparatus the chest can be seen to be expanding 
in a way which would not otherwise be possible. As progress 
is made the window is enlarged until there is practically no 
fixation of the chest on the one side. It is obvious that the 
method is applicable only to those cases in which the chest is 
involved, particularly in the lower dorsal regions. 

Although it is too early to report any completed results the 
improvement in selected cases has, up to the present, been 
very marked. It is clear that if this method in the end proves 
satisfactory it should have an effect not only on the actual 
concavity but on the rotation of the vertebrae. 

The object of writing is to suggest that this line of treat- 
ment should also be tried in other centres.—l am, etc., 

S. A. S. MALKIN, F.R.C.S.Ed. 

Harlow Wood Orthopaedic Hospital, 

Nottingham, Sept. 16. 


Patellar Sign in Osteo-arthritis 


Sir,—lIn the Charterhouse Rheumatism Clinic much import 
ance is attached to a patellar sign as a means of recognizing 
early osteo-arthritis in joints. This sign is described as 
follows: 

“ The sign is elicited by pressing the patella from side to side, 
the limb being relaxed, and noting whether the cartilaginous surfaces 
are perfectly smooth, or whether there are any signs of roughness. 
... When fully developed osteo-arthritis is present, extremely 
coarse crepitus may be found, indicating bone with complete loss 
of cartilage. In the very early stages, however, there is a faint 
gritty sensation under the fingers.” 

During some years’ service as a physician at this clinic, I 
have had the opportunity to evaluate this “ sign.” Experience 
confirms the view that extremely coarse crepitus is associated 
with osteo-arthritis, but the assertion that slight degrees 
of cartilaginous roughening are indicative of the onset of 
osteo-arthritis has always appeared to me to be one which 
calls for a series of control observations on normal joints, 
which, so far as I have been able to ascertain, are not 
available. 

The opportunity of making some such observations as a 
member of one of the civilian medical boards engaged in 
examining recruits for the militia has recently presented itself, 
and the results which have accrued seem worthy of record. 
The recruits under examination were young men aged 20 
drawn from all classes of the population of a district in 
North London, thus giving unselected samples of individuals 
of an age group in which the occurrence of osteo-arthritis is 
uncommon. It seemed legitimate to assume that if this 
patellar knee sign is indeed an indication of the onset of osteo- 
arthritis, it should be uncommon among these recruits. The 
facts, however, proved otherwise. 

By the kind permission of Dr. Fairlie, the chairman of the 
board, an examination for the patellar sign was included in 


the routine examination of all recruits I saw. Out of 461 


* Crowe, H. Warren, Rheumatism, 1939, p. 31. 
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recruits sO examined sixty-nine, or 14.9 per cent., gave a 
definite positive, the degree of roughness observed varying 
from a slight but appreciable scratch to gross crepitus. Of 
sixteen recruits showing this gross crepitus one was a case of 
dystrophia adiposogenitalis, another had a club foot, and a 
third had flat-foot, but the remainder. of these marked posi- 
tives were “ Grade 1” men in good physical health, with no 
history of rheumatic fever or of “ growing pains” in their 
youth. Among those who had no knee sign were the few 
who did give a history of rheumatic fever, and none of those 
who had sustained football or cycling injuries to their knees 
had any suspicion of the subpatellar roughness which con- 
stitutes the “ sign.” 

It may be submitted that these observations are sufficiently 
numerous to eliminate any serious statistical error, and the 
conclusion that they suggest throws grave doubt on_ the 
veracity of this sign as a short cut to facile clinical diagnosis 
of early osteo-arthritis—I am, etc., 

T. C. McComspit Younc, M.D., D.P.H., 


Lieut.-Col. I.M.S. (retd.). 
London, N.W.3, September 8. 


Second Attack of Scarlet Fever 


Sir, Though one attack of scarlet fever is said to produce 
complete immunity, cases of a second attack have been 
reported. They are sufficiently rare, however, to warrant 
reporting, particularly when both attacks have been seen by 
the same observer. 

A boy aged 4 years had a mild attack of scarlet fever on 
February 2, 1938. He began With vomiting, showed a well- 
marked scarlet rash, well distributed, had a trace of albumin 
in the urine, and slight fever for three to four days, and 
desquamated, the first signs being on the face during the 
second week and on both hands and feet about the fourth to 
fifth week. The child was kept at home all the time. Recovery 
otherwise was uneventful. He had chicken-pox in May, 1939 
—a mild attack. 

On July 27, 1939, he was seen with a sore throat and a 
very definite scarlet rash which drew the remark that if he 
had not had scarlet fever the previous year one would say that 
he had it now. The throat was follicular and sufficiently 
dirty to warrant a swab, which showed no K.L.B. but strepto- 
cocci. The rash was typically in the flexures. He ran a 
temperature of 101° for three days, after which recovery 
was uneventful. On August 28 it was noted that both hands 
and feet were desquamating.—lI am, etc., 


London, N.6, Sept. 10. W. Lees TEMPLETON. 


Bee-sting Anaphylaxis 


Sirn.—Dr. A. W. Vaisey Journal, September 9, p. 582) may 
be interested in my experience of an apparently successful 
instance of desensitization by bee-venom. 

The susceptible person was a middle-aged clergyman and 
an enthusiastic apiarist for the previous three years. He was 
physically normal save for a Falstaffian figure and low blood 
pressure of 110/65. There was no previous history of severe 
allergy. During the season he was stung many times, but 
suffered no discomfort beyond marked local swelling which 
usually persisted for ten to fourteen days. In July, 1938, 
however, he sustained within a few days two severe attacks 
characterized by acute dyspnoea, substernal pain, and signs 
of severe collapse supervening within a few minutes of being 
stung, followed by a widespread giant urticaria. As he was 
anxious not to give up his hobby | decided to attempt desen- 
sitization. Antibody Products, Ltd., supplied me with a 
special dilution of bee-venom of 5 units per c.cm. with 1 / 6,000 
adrenaline. The initial dose given was 0.1 c.cm., and the 
dose was doubled every other day, thus reaching a dose of 
14 ccm. in nine days without reaction. I then continued 
with a strength of 120 units per c.cm. without adrenaline, 
increasing the dose by approximately SO per cent. on alternate 
days from 12 to 120 units. 


A few days after the termination of the course he sus- 
tained five stings simultaneously without any ill effect. This 
year he has been stung many times also without ill effect ; 
moreover, the local reaction which previously would last 
several days is now confined to mere itching of a few hours’ 
duration.—I am, etc., 


Botesdale, Norfolk, September 10. K. L. Warp. 


Emergency Bed Service 


Sirn,—On the outbreak of war, by a pre-arranged plan the 
whole staff of the Emergency Bed Service was taken over by 
the Ministry of Health as part of the Ministry's Emergency 
Medical Service to assist in running the sector casualty 
bureaux. In consequence, the Emergency Bed Service was 
closed down. 

A new staff has now been recruited and the service will 
reopen forthwith and will endeavour to assist doctors to 
obtain admission for their acute or emergency patients. In 
the first instance it will only be possible to run a daytime 
service (9 a.m. to 10 p.m.), but it is hoped to restart the full 
twenty-four-hour service as soon as the staff are sufficiently 
trained.—I am, etc., 

R. E. Peers, Secretary. 

Voluntary Hospitals Emergency Bed Service, 

10, Old Jewry, E.C.2, September 25. 


Universities and Colleges 


UNIVERSITY OF LONDON 


The examinations for the Diploma in Medical Radiology and 
the First M.B. will be held on December 4 and 11 respectively. 


UNIVERSITY OF LEEDS 
The following candidates have been approved at the examina- 
tions indicated: 

M.B., Cu.B.—Part I]: P. Rapaport (second-class honours), 
T. Akroyd, J. B. Ashmore, C. H. Boyd, P. A. Dobb, Jean 
Edwards, C. A. Everatt, G. Farrer, J. H. Foxton, M. M. Frais, 
H. Goldstone, Mary E. Goodson, A. Greenwood, Joan R. 
Greenwood, G. Higgins, A. Markey, L. H. Moss, G. B. Royce, 
F. Sandy, W. Sheffield, P. H. Tordoff, T. R. Wilson, D. S. Young. 

IN Pusiic HeattH.—Mary Townend. 

DiptoMa IN PsycHOLoGicaL Mepicine.—J. R. Peberdy. 


The West Riding Panel Practitioners’ Prize has been 
awarded to P. E. R. Tattersall, and William Hey Medals to 
C. Pickard and P. E. R. Tattersall. 


SOCIETY OF APOTHECARIES OF LONDON 
MEDICAL EXAMINATIONS: L.M.S.S.A, 


During the period of hostilities the examinations conducted 
by the Society of Apothecaries of London will, so far as 
possible, be continued under existing regulations. 

The following modifications are announced, and will remain 
in force until further notice: 


1. The Pre-medical Examination in Science.—This examination 
will be discontinued for the present. Examinations of other 
Boards which admit successful candidates to registration as medical 
students will be accepted as usual. 

2. The Primary Examination.—Evidence of a period of forty-six 
weeks’ study in anatomy and physiology, which may run con- 
currently, will be accepted in licu of the five terms laid down in 
the regulations. 

3. The Final Examinations.—(a) Students will be allowed to 
complete the final examination on showing evidence that they have 
held all specified appointments and completed a minimum of thirty 
months’ clinical work after passing anatomy and physiology, and 
will be admitted to one or two subjects of the examination on the 
completion of twenty-four months of such study. (b) The regula- 
tions which demand the completion of the final examination within 
a period of twenty-five months will be held in abeyance. 

The hours at which examinations are held will be regulated 
so far as possible to ensure completion during daylight. 
Candidates should note carefully the times of attendance indi- 
cated on their cards of admission. 
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IN PARLIAMENT 


Medical Notes in Parliament 


In the House of Lords on September 21 the Control of 
Employment Act and the Universities and Colleges 
(Emergency Provisions) Act received the Royal Assent. 

The Budget was opened in the House of Commons on 
September 27 and discussed on the two following days. 
On September 26 Mr. Chamberlain gave a review of the 
war generally, and Mr. Churchill of the war at sea. Dis- 
cussions followed on supplies, prices, and rationing in the 
United Kingdom. 


First War Budget 


Introducing the Budget in the House of Commons on 
September 27, Sir JOHN SIMON said the time had not quite 
come for the issue of a new loan. When it came various 
types of loan would be offered, and he appealed to all 
meanwhile to put money by and to curtail civilian demand, 
He must secure increasing yields from direct taxation all 
along the line. The outbreak of war had caused a severe 
drop in the income of individual taxpayers, so a special pro- 
vision must be made to meet that difficulty. Allowances 
would not be reduced for the income tax due in January. 
For a full year the standard rate of income tax would be 
7s. 6d. For the present year the standard rate would be 
7s., which would be the rate for tax due on January lI. 
A special provision would mitigate the increase where an 
individual this year experienced a drop in earned income 
from circumstances connected with the war by as much 
as 20 per cent. The actual income this year would then 
be the basis of assessment. At once instead of £130 of 
taxable income being charged at Is. 8d., it will be charged 
at 2s. 4d., and in the following year it will be charged at 
3s. 9d. The reduced rate zone will be increased from 
£135 to £165. Earned income allowance will be one-sixth 
next year and the marriage allowance £170 instead of 
£180, children’s allowance £50 instead of £60. Surtax 
will run from Is. 3d. over £2,000 to 9s. 6d. over £30,000 
from January 1, 1940. The Chancellor of the Exchequer 
appealed for prompt payment of direct taxes next January. 
On deaths taking place after Budget Day the duty on 
estates between £10,000 and £50,000 will be increased by 
10 per cent., the duty rising thereafter to 60 per cent. All 
taxes on alcoholic liquors would be increased from Sep- 
tember 28, beer bearing an extra Id. a pint and spirits by 
Is. 3d. a bottle, wines 2s. for light and 4s. a gallon for 
heavy wines. Tobacco is increased by 2s. a Ib. to 13s. 6d. 
a lb., with corresponding increases on cigars. Sugar duty 
raised by Id. a lb., with corresponding increase on glucose 
and molasses. In civil defence the Government intended 
to ensure that no more people were employed whole-time 
than needs required. Local authorities would review their 
war establishments. An Excess Profits Tax would be 
introduced, modelled on the Armaments Profits Duty. 
The system devised for armaments would be applied over 
the whole field of trade and industry with a 60 per cent. 
tax on profits over the pre-war standard. The National 
Defence Contribution would remain as an alternative tax. 
Changes of capital value during war would become subject 
to a levy after the war, and the question was being studied. 


Radium Precautions 


Mr. CHarLtes Taytor inquired on September 20 whether 
supplies of radium were available for patients in urgent need 
of this treatment. Miss HorsspruGu replied that in view of 
the great danger to the public which would exist if radium 
were dispersed by high explosive action, the Radium Commis- 
sion and other holders caused their radium to be deposited 
in places of safety. It was not available for therapeutic 
purposes. Provision for x-ray therapy was so far as possible 
maintained. She was communicating with the Commission 
with a view to their considering *the possibility of making 
radium available for treatment subject to suitable safeguards. 


Medical Students’ Studies 


In a reply on September 20 to Admiral Beamish, Sir Victor 
WARRENDER announced it had been agreed that medical and 
dental students who had at’ained a certain stage in their 
medical and dental studies should complete those studies with 
a view to medical or dental employment with the Forces or 
as civilians. Arrangements had also been made to secure 
that the services of the research and postgraduate students in 
chemistry, physics, and biology should normally be used, 
either in the Forces or in civil life, in such a way as to make 
the best use of their scientific or professional abilities. 


Further Evacuation of School Children 


On September 8 Dr. Extior informed local authorities that 
it was desirable that parents of school children resident in 
evacuating areas who did not take advantage of the Govern- 
ment scheme should be granted another opportunity to 
register their children, in the event of any further movement 
being found possible. This further registration, which was 
limited to children of school age who would be evacuated 
without their parents, had, Dr. Elliot reports, been carried 
out in most of the evacuation areas. Further evacuation of 
members of the priority groups other than unaccompanied 
school children will have to receive careful consideration in 
the light of experience. 


Road Accident Statistics 


On the outbreak of war the compilation of monthly statistics 
of road accidents was discontinued in order to release police 
personnel for more urgent duties, and because circumstances 
were so changed as to destroy the comparative value of the 
figures. Captain Wallace is considering the possibility of 
reintroducing monthly figures of persons killed in road 
accidents. The number of accidents in the Metropolitan 
Police District during the hours of darkness has shown a very 
considerable increase since the black-out regulations were 
imposed. 


Exemption from Waccination—Mr. Naytor asked Dr. 
Elliot on September 21 whether, in view of the special cir- 
cumstances now prevailing, he would authorize a modification 
of the regulations governing attestations relating to vaccina- 
tion exemptions to enable such attestations to be taken by 
post and from either parent. Dr. Etvior replied that amend- 
ing legislation would be required to give effect to the sugges- 
tions. He did not consider it necessary to propose such 
legislation at present. 


Training of Nurses—Mr. Sickin asserted on September 21 
that women offering to enrol for training as nurses were 
informed that no more women could be accepted for training 
as nurses or assistant nurses. Dr. ELtior said no such instruc- 
tion was given by his authority. It was possible that some 
temporary dislocation was feared at the outbreak of war, but 
the General Nursing Council had taken all necessary steps to 
enable training to continue without interruption. 


Vaccination and Inoculation of  Soldiers—Sir Victor 
Warrender announces that vaccination wil! not be compulsory 
in the case of soldiers other than those enlisting into the 
Regular Army on a normal engagement. Inoculation is not 
compulsory in the Army. Instructions have been issued 
which make this clear. 


Notes in Brief 

Members of His Majesty's Forces who transferred from 
compulsory to voluntary insurance on reaching the income 
limit will be either compulsorily insured or be able to con- 
tinue as voluntary contributors during the period of theif 
service with the Forces. 

It is hoped to put into operation at an early date the 
proposals made by a number of welfare authorities for the 
provision of cheap milk for mothers and young children on 
the same basis as the milk-in-schools scheme. These are at 
present being examined by the Ministry of Health in con 
sultation with the Milk Marketing Board. 
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Obituary 


SIGMUND FREUD, M.D. 


Professor Sigmund Freud, who died on September 23 at 
the age of 83 after a long and patiently suffered illness, 
was one of the greatest men of our time. He founded 
a new science, and in that science he remained facile 
princeps throughout his long life. To psychology he 
gave a new orientation ; his genius enriched medicine and 
fields of Knowledge as diverse as anthropology, compara- 
tive folk-lore, ethics, metaphysics, education, and 
aesthetics. To all of these, whatever may be the ultimate 
judgment on the validity of his work, he contributed 
material of permanent value. Few men in their lifetime 
have achieved such fame, encountered such obloquy from 
their opponents, 


It was founded on the case of Breuer’s patient ; but four 
years later Freud parted company with his senior col- 
league, who could not follow him in his views on the 
sexual aetiology of the neuroses. This was an experience 
that was to be repeated in some form or another many 
times. For ten years Freud worked alone. His colleagues 
in his own university showed little eagerness to adopt his 
views, and although he became professor extraordinarius 
in 1902 this was rather despite than by virtue of his 
psychological work. Academic recognition came, but in 
Austria itself only after a long delay ; indeed, it was not 
till 1920 that Freud, then aged 64 and already world- 
famous, became professor ordinarius in his own 
university. 
Appreciation of his 
countries. 
that the first 


work came first from other 


It was in 1907, according to his own account, 
signs of this 


appreciation appeared, 
when the Swiss 


and inspired such 
devotion among 
their followers. 
Sigmund Freud 
was born in 1856, 
of Jewish parents, 
in Freyberg in 
Moravia; but 
from the age of 4 
he spent his life in 
Vienna until  set- 
ting in London in 
June, 1938. At 
first his interests 
lay in pure science. 
Being influenced, 
however, by 
Goethe’s Die 
Natur he chose to 
enter upon a medi- 
cal curriculum. He 
worked in Briicke’s 
physiological lab- 
oratory in Vienna, 
becoming a_ de- 
monstrator in the 
department ; later 
he engaged in re- 
searches under 
Meynert in the 
Institute for Cerebral Anatomy. The influence of these 
years from 1876 to 1882 is evident in a number 
of papers on histopathological, neurological, and phar- 
macological subjects, published then and up to 1893. 
Financial difficulties, however, obliged him to enter 
the clinical field, and the bent of his previous researches 
probably determined his choice of clinical neurology. 
In 1885 he became Privat Dozent in neurology in the 
University of Vienna, and in the same year he went to 
Paris to spend a year under the tutelage of Charcot. A 
year previously Dr. Breuer had told Freud of a hysterical 
girl whom he had treated by the novel method of resus- 
cilating the memory of apparently forgotten episodes, 
with remarkable improvement in her symptoms. This 
communication and his experience under Charcot seem 
to have directed Freud's interests definitely into the 
Psychological field. In 1886 he published a translation of 
Charcot’s lectures, including especially those on hysteria. 
It was not till 1893, however, that the famous paper on 
the psychological mechanisms of hysterical phenomena 
appeared jointly under the names of Breuer and Freud. 


psychiatrists 
Bleuler and Jung 
began to be inter- 
ested ; but already 
in previous 
year Adler, Abra- 
ham, Hitschmann, 
Ernest Jones, 
Sadger, Stekel, and 
others had begun 
to form a circle of 
pupils The first 
international meet- 
ing of Freudian 
psycho - analysts 
took place in 1908; 
and 1909 marked 
the most notable 
act of official re- 
cognition far 
awarded when 
Freud was invited 
to Clark Univer- 
sity, Massachusetts, 
to give an account 

his work, and 


of 

tt” he was made LL.D. 
of that foundation, 
In 1910 the Interna- 


ticnal Psychonaly- 
tic Association was founded, and as the number of Freud's 
adherents increased local groups were founded in most 
European capitals, as well as in America. But all this 
time antagonism both from within the medical profes- 
sion and from the general public was becoming more and 
more intense, and in face of it the financial struggles 
involved in bringing up a large family must have been 
severe. The fight for recognition—if an intensive output 
of investigations can be called a fight—made slower pro- 
gress at home than abroad. It is said that shortly after 
the war a distinguished Viennese journalist, returning to 
his native city from a tour of Europe and America, 
astonished his friends by telling them that the Viennese 
name most notable outside Austria was Freud's. This 
modern story illustrates an ancient adage; but in time 
the city of Vienna conferred its freedom upon him. 

Thus a pioneer who had outraged the susceptibilities 
of most of the civilized world was acclaimed as one of 
its benefactors ; his progress to this climax was marked 
not only by unpopularity and even rancorous antagonism 
among the scientific public, but, far more painful to him 
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personally, by some defections among his own followers. 
The most notable were the secessions of Adler and Jung, 
which finally took place in the years IYI1 and 1913, 
Their departure was unfortunately accompanied by a 
certain amount of personal bitterness ; yet now it seems 
to have been inevitable that such desertion from Freudian 
psycho-analysis should have occurred. The rigid deter- 
minism of Freud’s scientific philosophy left litthke room 
for what many believe to be an important component 
of the human mind—namely, the mystic feelings and 
aspirations. It was not that Freud failed to deal with 
these—there were few aspects of life and mind to which 
his psychology had not some contribution to make— 
but his explanation failed to satisfy those to whom such 
feelings and aspirations meant much, and Jung’s teach- 
ing supplied them with what they felt was lacking. The 
secession of Adler had a different cause. In the early 
days Freud laid great stress on the part played by the 
hidden sexual instincts in neurosis and in life; Adler, in 
his theory of the causation of neuroses, put greater em- 
phasis on the ego-instincts. 

Such were the principal landmarks in the relationship 
of Freud and his teaching to the world in general and to 
certain individuals. But these were at best side issues in 
the development of what was his greatest work—namely, 
the building up of psycho-analytical theory and the 
elaboration of the technique of psycho-analytic practice. 
This involved close clinical observation over many years, 
and a great amount of really original thought. The first 
step was the publication with Breuer of the paper already 
mentioned. This paper contained the substance of the 
dynamic conception of hysteria—a great advance upon 
the older symptomatic neurological teaching of Charcot. 
His experience with this case gave Freud an insight into 
some of the functional psychological processes underlying 
hysterical symptoms. In the same year (1895) he pub- 
lished a paper on the right to separate from neuras- 
thenia a definite symptom-complex as anxiety neurosis. 
This, though less notable than the work with Breuer, 
was also a considerable advance on the views then current. 
In 1900 appeared what is perhaps still Freud’s most 
remarkable contribution to psychology—the Traum- 
deutung, his famous treatise on dreams. The dreamer 
who furnished the material in many instances was Freud 
himself, and probably in this we have the clue to the 
choice of his life work and to its success. Only a person 
with a rich mental life of a special type could have gone 
so far in so introspective a study as psychopathology. 
His pupils insist always on the necessity of being analysed 
before treating another person psycho-analytically. Yet 
no one analysed Freud. Freudian psycho-analysis is 
probably in large part a self-analysis by Freud himself. 

In 1904 followed the Psychopathology of Every-day 
Life, another contribution based on daily observation of 
himself and others. This contained no fundamental con- 
cept not adumbrated in his previous work, but, by estab- 
lishing the homologous relationship of many every-day 
acts with neurotic symptoms, it definitely established the 
principle of direct continuity between normal phenomena 
and mental disorders. Three Contributions to the Theory 
of Sex was the title of a book of essays published in 
1905; in these Freud stated at length the views to which 
he had come from his study of the neuroses, and gave 
a systematic account of the doctrine of infantile sexuality 
—that part of psycho-analytic theory which has provoked 
the greatest opposition. In the same year appeared his 


study of Wit and its Relation to the Unconscious—the 
first psycho-analytic contribution to fields of knowledge 
other than psychopathology, and the forerunner of many 


stimulating excursions into aesthetics, anthropology, 
history, and religion which were afterwards made by Freud 
and his pupils. There soon followed Character and the 
Anal-erotic, the first of many essays on character analysis 
on psycho-analytic principles ; and Psycho-analytic Notes 
on a Case of Paranoia. Freud's first direct psycho- 
analytic contribution to  psychiatry—on hallucinatory 
psychosis—was made in 1894. The work of Freud 
freshened the study of psychiatry; though in this field 
as elsewhere it sometimes tried to explain too much, and, 
as in the later Mourning and Melancholia, speculation 
outran probability. Totem and Tabu gave a new direc- 
tion to anthropological studies : in spite of severe criticism 
from some professional anthropologists it has been the 
forerunner of many similar works. 

The subsequent years saw the development and elabora- 
tion of Freud’s views on some of his fundamental con- 
ceptions—for example, the unconscious, repression, and 
narcissism ; but as was natural there was a tendency in 
later years towards a philosophical rather than a clinical 
viewpoint. Thus from 1920 his published work was 
principally concerned with what he called “ metapsycho- 
logy “—that is to say, the extension into other and wider 
fields of knowledge of concepts gained from clinical work. 
In this period he wrote Beyond the Pleasure Principle, 
The Ego and the Id, and, passing to the psychological 
basis of religious belief, The Future of an Illusion. To 
the end his activity, in professional and literary work, 
remained surprising in volume and quality, in spite latterly 
of the discomfort and knowledge of a serious malady, 
He never lost his hold on his followers, and, what is 
more, never ceased to lead them with his ideas. His 
work was interspersed with a certain amount of polemical 
writing, but this was inevitable in one who had met with 
such bitter opposition. It says more for his restraint 
that there was not more. Secessions from the ranks of 
his followers and the indifference or hostility of his 
medical colleagues caused him to turn to laymen, to 
whom he was willing to teach psycho-analysis, and who 
he felt should be permitted under certain conditions to 
practise it. 

Freud's work produced a revolution in psychology com- 
parable to that of Darwin in biology. It is easy to assert 
that his principal discoveries were anticipated by others ; 
the same might be said with equal force of Darwin. 
But as in Darwin’s case, so in his: no one had produced 
a comparable body of observations, and no one had 
made such a brilliant systematization of knowledge in 
the chosen field. It is sufficient to say that Freud vitalized 
the study of psychopathology, and, indeed, of human 
psychology in general. The principal marks of his work 
were his scientific methodology, especially his thorough- 
going determinism, with which was associated his reduc- 
tive method of analysing psychological phenomena to 
their earliest traceable antecedents ; his emphasis, at least 
at first, on facts of observation ; and his biological con- 
ception of human mental activities. His writings were 
distinguished by a clarity of style—though not always by 
an apparent consistency of logic—which was not equalled 
by any of his followers, brilliant as some of them have 
been. He remained a leader because he was incompar- 
ably abler than any of his pupils or critics. It was this 
very fact of his outstanding merit that fostered one of 
the chief accusations against his teaching—namely, that 
it was a cult, with Freud as its High Priest, and having 
as its central dogma that whatever Freud said must be 
right. It was, indeed, at times amusing to watch how 
every publication by the master was followed by a corre- 
sponding change of views among the disciples ; but it was 
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because he was so outstandingly an original thinker that 
he dominated them so easily. 

Sigmund Freud was more than a great scientist, he was 
a great man. This greatness received a high tribute 
shortly after his arrival in London last year, when a 
delegation of the Royal Society took its Charter Book for 
him to sign as a Foreign Member at his house in 
Hampstead. 

Dr. Ernest Jones writes: The passing of Sigmund Freud 
js not only an inestimable loss to those who knew and 
loved him but represents an important milestone in the 
history of science. Man has, more or less blindly, achieved 
mighty conquests over his environment, which of late 
years have tended more and more towards his own destruction. 
For in the far more difficult task of self-conquest, or even 
of self-control, man has made no perceptible progress 
since the dawn of history. The existence of this problem, and 
the need to solve it, had long been recognized by religion, if 
not by science, but one may fairly say that before Freud little 
if any light had been thrown on the nature of the problem. 
He found this moral problem lying at the heart of the 
neuroses, had the insight to perceive that the knowledge he 
gained by this exploration bore on the central problem of 
human psychology, and devoted the whole of a long and 
arduous life to the elucidation of it. In so doing he incidentally 
restored medical science to the place it had occupied before 
the first priests—to a position where its exponents could guide 
and teach men the nature of themselves and their destiny. 
This he did by patiently building a structure of detailed 
psychological knowledge on a permanent biological basis. It 
will be long, perhaps centuries, before the bearing of Freud's 
work on the weal and woe of mankind is truly appreciated and 
before it will be fruitfully employed, but when this happens 
his name will remain imperishingly engraved as one of the 
greatest benefactors of mankind. 

At the moment the thoughts of Freud's friends turn rather 
to the memory of the man himself. As one who has enjoyed 
his friendship through good and bad times for a great many 
years | find it hard to say which feature of his personality 
most impressed me—his unfailing serenity in painful circum- 
stances, his unbreakable courage and determination, his 
cheerful humour and keen appreciation of the little things of 
daily life. or the goodness of his character and personality. 
He had the simplicity that seems always to accompany great- 
ness in men, though without any of the illusions about humanity 
that sometimes allows simplicity to degenerate into simpleness. 
His loyalty to friends was never blind, but was conditioned by 
their relationship to him: when disappointed or wounded he 
rarely hit back, though he never prided himself on turning the 
other cheek. When deserted by a friend he took thought 
rather on the value the friendship had had: now it was over 
there was nothing more to be said. This experience he had 
to taste many times, since the emotions stirred in his work 
were such as not all co-workers could serenely master, and 
those who could not were apt to express their difficulties by 
personal unpleasantness. 

Freud has oftep been called a pessimist, but it is likely that 
this phrase signifies rather a projection of the depressing 
feelings some aspects of his work evoked in idealistic readers. 
In truth his temperament was decidedly a cheerful one. I 
have seen him deeply grieved in moments of personal bereave- 
ment (and he suffered a number of bitter experiences of this 
Nature): | have seen him grave and helpless in the face of 
injustice and cruelty that he could not avert; I have seen him 
in acute and hopeless physical misery, but I never saw him 
inwardly depressed. A man who continues his work 
UNremittingly, being at the same time a source of joy and 
Stimulation to his environment, for many years after an 
excision of the superior maxilla (followed by many operations 
for recurrence of the cancer) cannot fairly be described as a 
Pessimist. As to his views and outlook on life, they would more 
Properly be described as realistic, being neither pessimistic nor 
Optimistic, 

Fortunately for posterity Freud was a voluminous writer. 
His works have been collected in several large volumes. 


Apart from their intrinsic creative value his writings had other 
noteworthy features. He belonged to the race of great men 
who could use neither his tongue nor his pen for the purpose 
of uttering commonplaces ; every sentence contained something 
worth pondering on. Then his style was a decidedly personal 
one, which freely revealed his highly characteristic mode of 
thought. Finally, he happened to be a great prose writer, a 
master of his native tongue, for which he was widely honoured 
by connoisseurs of literature. Unfortunately his style was one 
that set his translators a task of quite exceptional difficulty, 
so that its finest virtues were not often rendered in other 
languages. 

Our personal loss is thus mitigated by the reflection that he 
has left behind him an invaluable literary corpus, technical 
methods and knowledge that are already widely appreciated, 
with an inspiring memory that will long outlast his generation. 


G. R. MURRAY, M.D., F.R.C.P., 
Emeritus Professor of Medicine, Victoria University, Manchester 


Professor G. R. Murray, who died at his home in Mob- 
berley, Cheshire, on September 21, will always be remem- 
bered as the first to use extract of thyroid in the treatment 
of myxoedema. Victor Horsley, who had been working 
for some years on the physiology of the thyroid gland, 
suggested on experimental grounds that myxoedema should 
be treated by grafts of animal thyroids. Murray, believ- 
ing that hypodermic injection of an extract of the thyroid 
should logically have the same effect, put this suggestion 
to Victor Horsley in December, 1890, and in the British 
Medical Journal ot October 10, 1891, he published his 
results under the heading of “ Note on the Treatment of 
Myxoedema by Hypodermic Injections of an,Extract of 
the Thyroid Gland of a Sheep.” “If we consider,” he 
wrote, “that myxoedema and cachexia strumipriva are 
due to the absence from the body of some substance 
which is present in the normal thyroid gland and which 
is necessary to maintain the body in health, it is at least 
rational treatment to supply that deficiency as-far as 
possible by injecting the extract of a healthy gland.” He 
then went on to say that so far as he was aware “™ this 
means of treatment has not before been tried in the 
human subject.” In the Journal of August 27, 1892, 
photographs of a patient of Professor Murray's with 
myxoedema before and after treatment with injections of 
thyroid extract showed the dramatic results of this new 
discovery. In our issue of March 13, 1920, he gave an 
account of the patient he first treated in 1891. She lived 
until 1919, when she died of heart failure at the age of 
74. During the twenty-eight years of her treatment Pro- 
fessor Murray calculated that she had consumed the 
equivalent of 870 sheep thyroid glands. 

George Redmayne Murray was born in 1865 at New- 
castle-upon-Tyne, the eldest son of the late William 
Murray, M.D. He was educated at Eton, where he rowed 
bow in the Eton Eight of 1883, and at Trinity College, 
Cambridge, where he was placed in the First Class of 
Part I of the Natural Science Tripos in 1886, being in the 
same year as William Hardy and a little junior to William 
Gordon of Exeter, J. G. Adami, Arthur Shipley, and 
Albert Seward. He then joined a group of Cambridge 
medical students who had been attracted to University 
College Hospital by the teaching, especially, of Sydney 
Ringer and Victor Horsley. At U.C.H. he was the 
Fellows Junior Clinical Silver Medallist in 1887 and the 
Senior Clinical Gold Medallist in 1888. Having greatly 
distinguished himself at his hospital, he pursued post- 
graduate courses in Berlin and Paris, and decided to devote 
himself to experimental medicine. He took the conjoint 
qualification in 1888, the Cambridge M.B. in 1889, and 
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proceeded to the M.D. in 1896; he was elected F.R.C.P 
in 1893, and received honorary degrees from the Universi- 
ties of Durham and of Dublin. In 1891 Murray went to 
Newcastle-upon-Tyne as pathologist to the Hospital for 
Sick Children and lecturer in pathology at the Durham 
University College of Medicine. He was the Heath Pro- 
fessor of Comparative Pathology at Durham from 1893 to 
1908 and at the same time physician to the Royal Victoria 
Infirmary at Newcastle. Murray went to Manchester in 
1908 as professor of medicine in the Victoria University 
and was physician to the Royal Infirmary until 1925. 

During the last war he acted as consulting physician 
to the forces in Italy with the rank of Colonel A.M.S. 
He was a member of the Council of the Royal College 
of Physicians from 1914-17 and a member of the 
Medical Research Committee from 1916-18. Among the 
other tasks he undertook was to serve as a member of the 
Departmental Committee of the Home Office on dust in 
card-rooms, from 1927-31. He examined in medicine for 
a number of universities and was President of the Associa- 
tion of Physicians of Great Britain 1936-7. Murray was 
a member of the British Medical Association for fifty 
years ; he acted as secretary of the Section of Pathology 
and Bacteriology at the Annual Meeting at Newcastle- 
upon-Tyne in 1893; was Vice-President of the Section of 
Medicine at the London meeting in 1910, and President 
of the Section of Medicine in 1929, when the Association 
met at Manchester ; he gave the address in medicine at 
the Brighton meeting in 1913, taking for his subject 
“Some Aspects of Internal Secretion in Disease.” 
Murray contributed medical articles to several publica- 
tions, including Twentieth Century Practice of Medicine, 
Quain’s Dictionary of Medicine, and Allbutt and Rolles- 
ton’s System of Medicine. He married Annie, daughter 
of Mr. E. R. Bickersteth, F.R.C.S. He is survived by his 
widow and a son and a daughter. 


LEONARD GRANT, M.D. 


Dr. Leonard Grant, who died on September 6 at the age 
of 79, was a family doctor of the best type. A son of 
James Dundas Grant, advocate, he was born in Edin- 
burgh and educated at the Edinburgh Academy and the 
College of Dunkirk (France). He studied medicine in 
part at the London Hospital, but mainly at Edinburgh 
University, where he graduated M.B., C.M. in 1881, pro- 
ceeding M.D. in 1885. After holding several appoint- 
ments, including that of resident medical officer to the 
Queen Adelaide Dispensary, assistant medical officer of 
the West London Fever Hospital during the great epidemic 
of small-pox, and clinical assistant at the Central London 
Throat, Nose, and Ear Hospital, he settled in general prac- 
tice at New Southgate. Other appointments he held were 
those of consulting medical officer to the Passmore Edwards 
Hospital, Wood Green, and medical officer to the 
Auxiliary Military Hospital, Tottenham. In addition to 
disease of the coronary arteries Grant suffered during the 
last years of his life from blindness, but his affliction did not 
lessen his store of whimsical humour, which was always a 
pleasurable surprise to the many old friends and visitors 
whom he delighted to welcome up to the very last. He 
was keenly interested in the Royal Medical College, 
Epsom, and he had been a member of the British Medical 
Association for fifty-seven years. A rigid observer of 
medical etiquette in the spirit as well as the letter, he 
was highly respected by his professional brethren. 

Dr. Grant’s only son, Captain George Leonard Grant, 
was killed at Loos while acting as surgeon to the London 
Scottish. 
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SIR JOHN LYNN-THOMAS, K.B.E., C.M.G., F.R.CS, 
Consulting Surgeon, Royal Infirmary, Carditt 


We unnounce with regret the death on September 21 of 
Sir John Lynn-Thomas at the age of 78. The son of a 
farmer, he was born at Cwmgefeile, Llandyssul, Cardigan. 
shire, in 1861. Lynn-Thomas received his medical educa- 
tion at the London Hospital and obtained the Hutchinson 
prize essay for a dissertation on fractures of the skull, 
The manuscript of this is now in the library of the Welsh 
National School of Medicine. He obtained the M.R.CS, 
L.R.C.P. in 1886 and the F.R.C.S. in 1892. He was a 
house-surgeon at the London Hospital, and from 1888 to 
1892 was house-surgeon at the Cardiff Royal Infirmary, 
Subsequently he became the first consulting surgeon in 
Cardiff, and there, except 
ior intervals during the war, 
he spent his active profes- 
sional life, becoming assis- 
tant. surgeon, and_ then 
surgeon, to the Infirmary. 
He soon made a consider- 
able name for himself, and 
with the excellence of his 
knowledge and technique 
was responsible for many 
surgical advances in_ his 
hospital. Lynn-Thomas was 
a local pioneer in surgery of 
the thyroid and prostate. 
He was the first practitioner 
to have an x-ray apparatus 
in Cardiff. His publications 
were numerous. He served with the Welsh Hospital in 
South Africa in 1900, and after the death of his seniors 
was in charge of it. In the last war he became a Colonel 
in the A.M.S. in the Western Command, was Assistant 
Director of Military Orthopaedics, and, as a disciple of 
Sir Robert Jones, founded the Prince of Wales Hospital, 
Cardiff, for limbless soldiers ; he took an abiding interest 
in this institution when it became an orthopaedic hospital. 
He was a member of the War Executive of the British 
Red Cross Society. Lynn-Thomas was made a C.B. in 
1900, a C.M.G. in 1917, and a K.B.E. in 1919. He retired 
from practice in 1921, to live in Llechryd, Cardiganshire, 
where he interested himself ir the Cardiganshire War 
Memorial Hospital. He was an Hon. F.A.C.S. and Hon. 
L.S.A., and was for a period a member of the Council of 
the Royal College of Surgeons of England. During his 
latter days he interested himself in archaeological research 
near his Cardiganshire home, and made certain publica- 
tions thereon. At the Annual Meeting of the British 
Medical Association at Cardiff in 1928 Re was President 
of the Section of Orthopaedics. A man of great activity 
and organizing ability, he was also a J.P. for the counties 
of Cardigan and Glamorgan, a D.L. and High Sheriff of 
the County of Cardigan. 

No account of Lynn-Thomas would be complete with- 
out reference to his very distinctive appearance and per- 
sonality. He had a large head with a great shock of hair, 
most of which he retained to the end. He was childlike 
in disposition and transparently interested in his own 
affairs and occasional troubles. Combative by nature, he 
involved himself in various litigations relating to his pro- 
fessional services, and he fought until the end. The 
Southern v. Lynn-Thomas and Skyrme case will be remem- 
bered by his older colleagues, He was very capable of 
inspiring friendship. His colleagues of the Moynihan 
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Chirurgical Club will recall their association with him 
with pleasure. He married in 1892 Miss Mary Rosena 
Jenkins of Cardifl, who died in 1938. His only son died 
in 1928.and he leaves two daughters, one married. 

{The photograph reproduced is by Elliott and Fry, Ltd.] 


ALAN CHARLES TURNER, 
D.S.O., M.R.C.S., L.R.C.P. 


We regret to announce the death on September I1 at 
Skenfrith, Monmouthshire, of Lieutenant-Colonel Alan 
Charles Turner, R.A.M.C.T. Alan Turner, who was the 
son of a well-known dental surgeon in London, received 
his medical education at the Middlesex Hospital, where 
he was later house-surgeon. He went to Sheffield about 
forty years ago to join the late Mr. Charles Atkin in his 
general practice, and here he spent his working lite. 
A practitioner of the best type, he was careful and 
thorough in all he did, trusted and beloved by his 
patients. For some years he was honorary physician to 
the Sheffield Children’s Hospital. It was not, however, 
until war broke out in 1914 that Turner may be said to 
have found his métier. For many years he had held a 
commission as surgeon captain in the West Riding 
Engineers (T.), and he went with them on active service to 
France. Here he served throughout the war, and his 
vigorous and active personality had full scope. Mentioned 
in dispatches in 1917, he was awarded the D.S.O. and 
promoted to lieutenant-colonel R.A.M.C.T. in the 
following year, at the same time becoming A.D.M.S. In 
1926 his war services were further recognized by the 
President of the French Republic, who conferred upon him 
the Médaille de la Reconnaissance Frangaise (en Argent). 

Turner took an active interest in the British Medical 
Association, of which he was a member from 1899 until 
he retired in 1938; he was representative to the Annual 
Representative Meeting held in London in 1906 (the 
Annual Meeting was held in Toronto in that year); 
honorary secretary of the Section of Navy, Army, and 
Ambulance at the Annual Meeting of the Association 
held at Sheffield in 1908; and was chairman of the 
Sheffield Division in 1925-6. 

Although not much above the average height, Turner 
was a man of exceptional muscular strength and vigour. 
This, combined with a particularly happy and sociable 
personality, no doubt helped to serve him and his country 
so well at the front. It is now some years since he gave 
up active practice and went to live in Monmouthshire. 
Latterly his health had not been good, but he did not allow 
this in any way to change his cheerful outlook on life. 
The news of his sudden death came as a great shock to his 
many friends in Sheffield. He was a brave man who 
served his country faithfully and well. 


The death on September 8 of Dr. JoHN Hattiwett, M.B.E., 
has come as a great personal loss to his colleagues in 
Torquay. Dr. Halliwell, who was born in’ Lancashire, 
graduated at Manchester University in 1889, and later settled 
in general practice at Winchcombe, Gloucestershire. As early 
as 1904 he became interested in radiology, and before long he 
Was operating his own private plant. In 1920 he went to 
Torquay, where he devoted himseif entirely to radiology and 
electrotherapeutics. He was soon appointed honorary radio- 
logist to Torbay Hospital and to the Paignton and District 
Hospital, becoming consultant radiologist when he retired in 
1933. During the last war Dr. Halliwell was in charge of 
two Red Cross hospitals at Winchcombe. Always anxious to 
be efficient at his work and to keep abreast of recent advances 
in his specialty, he attended regularly the meetings of the 
Radiological Society and of the Royal Society of Medicine. 
Gardening appealed to him as a hobby, and to this he devoted 
himself after he retired. He was also interested in archaeo- 
logy, and was an intimate friend of the late Professor William 
Wright when the latter was dean of the London Hospital 
Medical College. To his friends Halliwell was always a 
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blunt, straightforward, and honest Lancashire man, whose 
sterling gifts were enhanced by a rare sense of humour. His 
sk.tl in professional work was universally acknowledged, and 
Torquay deems itself fortunate that his son is still there to 
carry on his father’s good work. Halliwell was a member 
of the British Medical Association for forty-four years. 


We announce with regret the death on September 14 at 
Horsham of Dr. AtfFRED Henry WILLIAMS at the age of 75. 
Born at Hawkes Bay, New Zealand, the son of Bishop 
Leonard Williams, he received his medical education at Edin- 
burgh University and Middlesex Hospital, qualifying M.B., 
C.M. in 1887 and proceeding M.D. four years later. He was 
house-physician at Edinburgh Royal Infirmary, and later 
settled in practice at Harrow, where he was a member of the 
Harrow School Medical Board. Dr. Williams was elected a 
member of the British Medical Association in 1907 and only 
resigned his membership in December last year on account of 
age and failing health. He represented the old Watford and 
Harrow constituency at the Annual Representative Meeting 
for the six years 1907-12. During the war and for some 
years afterwards he was the North-West Regional Commis- 
sioner of Medical Services under the Ministry of Pensions. 
After he retired from practice in 1922 he settled in Horsham, 
where, in an extensive garden, he found opportunity to indulge 
in his chief hobby, horticulture. He was at one time presi- 
dent of the National Rose Society. His other interests 
included meteorology, and he contributed numerous articles 
to local and other papers on these two subjects. He pub- 
lished pamphlets on the flora of New Zealand, and presented 
New Zealand shrubs he had grown to the Botanical Gardens 
at Kew. Dr. Williams leaves a widow, three sons, and a 
daughter. 


By the sudden death of Dr. Haroip Cristian Barra- 
CLOUGH the town of Lowestoft has lost its oldest practitioner, 
a man who had endeared himself not only to his patients but 
also to the general public. Dr. Barraclough, who was 
educated at Oakham and at Cambridge, where he took a 
science degree, graduated in medicine from St. Thomas's 
Hospital. He went to Lowestoft in the ‘nineties and joined 
the late Dr. Berry in partnership. Throughout a long career 
his cheerful manner and devotion to his work attracted a host 
of friends, and he was popular with all his colleagues. He 
will always be remembered for his work for the poor; every 
Christmas he was the chief organizer of the Old People’s 
Dinner held in Kirkley, and both he and his wife were ever 
ready to help in any parish work. Barraclough was a first- 
class lawn tennis player, and when the open tennis tournament 
was held at the Empire Hotel he acted as secretary, and his 
energy and tact made it a very popular fixture among players. 
In later years he arranged the hockey week; he was host to 
a German hockey team, and even in the spring of this year 
took an English team to Germany. He took considerable 
interest in local affairs and served on the town council. He 
was twice elected mayor of the borough, and during his 
second period of office he showed signs of failing health. 
The anxious and arduous duties which fall on a_ public 
servant in such times as these proved too much for his 
strength, and after superintending the reception of evacuated 
children from London and arranging their billets and canteens 
he passed away peacefully in his sleep in the morning of 
September 4. He leaves a wife and three sons and a 
daughter. The two elder sons served in the last war, and are 
now distinguished staff officers in the Royal Air Force. 


The late Professor ZuNz, who was born in 1874 at 
Charleroi, studied medicine in Brussels. He was a member 
of the Royal Academy of Medicine of Belgium since 1919, 
and its president in 1934. He was also a member and vice- 
president of the Belgian Pharmacopoeal Commission and a 
former president of the Alcohol Study Commission. He 
made many contributions to research in physiology. pharma- 
cology, and toxicology ; and during the last war his advice 
was sought over the problems of gas poisoning. 
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CLASSIC DESCRIPTIONS OF DISEASE 


The professor of medicine at Kansas University has done 
a service to his fellow lovers of medical history in the 
second edition of Classic Descriptions of Disease’ atter 
an interval of seven years. It has been considerably 
enlarged ; it occupies a hundred more pages, the number 
of illustrations has risen from 127 to 145, two entirely new 
articles have been added, many have been extensively 
revised, and other changes made. The two completely 
new sections are those on malaria and yellow fever. The 
nine authorities on malaria, whose exact words are quoted, 
range from Hippocrates to Ronald Ross, whose discovery 
was the beginning of scientific attempts to stamp out 
malaria ; of him Manson generously wrote that he “ had 
hammered out the key; others might take the trouble to 
open the door.” Attention is directed to A. F. Africantis 
King, born in Oxfordshire in 1841, for many years pro- 
fessor of obstetrics at George Washington University, who 
in 1883 published nineteen reasons for the belief that 
malaria is transmitted by the mosquito. Four pioneers 
are mentioned in connexion with yellow fever: of these 
the earliest was Mathew Carey, the son of a Dublin baker 
and a medical journalist, but not a medical man. He wrote 
one of the best accounts of the yellow tever epidemic tn 
Philadelphia in 1793. The others—Benjamin Rush, also 
of Philadelphia, C. J. Finlay, and Walter Reed—are well 
known. In conciusion, those who wish to obey the well- 
known dictum, “ Always verify your references,” can now, 
thanks to Professor Major, do so with a minimum ot 
trouble in this fine “ Thomas ~ book. 


ANNALS OF MEDICAL HISTORY 


The March instalment of the Annals of Medical History” has 
on its cover the portrait of that remarkable Jesuit of the 
seventeenth century, Athanasius Kircher, and the frontispiece 
represents his magic lantern. A most interesting account of 
his life and long-continued activities is then given by Professor 
R. H. Major of Kansas, who says that it is uncertain if 
Kircher ever saw bacteria with his compound microscope, 
which, like his pulse watch, is described and illustrated. In 
his article “ Murder by Disease” Dr. L. Tushnet presents a 
detailed record of the revelations at the trial in March last 
year at Moscow of a number of medical men who, it was 
alleged, by giving the reverse of the proper treatment to some 
prominent political personages, among them Maxim Gorky, 
precipitated their deaths, in obedience to orders from one of 
the opponents of the victims. Poison was not used, as this 
might be detected. Two of the condemned medical men were 
shot and another was sentenced to imprisonment for twenty- 
five years. In a scholarly article on early medical schools 
Professor G. E. Gask describes the cult of Aesculapius and 
brings forward arguments to refute the possibility that temple 
medicine was the source of the Hippocratic inspiration. The 
essay of Dr. Gilruth of Edinburgh on Chiron and his pupil 
Asclepius is charmingly written and is exceptional. even for 
the Annals, in the excellence of its illustrations. The life of 
Dr. F. P. Porcher of Charleston, South Carolina, is sympa- 
thetically sketched by Dr. J. M. Townsend of that city, and 
Carlos Finlay of yellow fever fame is recalled to memory by 
E. G. Givhan, jun. 


‘ Classic Descriptions of Disease. With Biographical Sketches of 
the Authors. By Ralph H. Major, M.D. Second edition. (Pp. 
727 : illustrated. Frontispiece. 27s.) London: Baillitre, Tindall 
and Cox: Springfield, Hlinois: Charles C. Thomas. 1939. 

* Annals of Medical History. Third series, Volume I, No. 2. 
March, 1939. Edited by Francis R. Packard, M.D. (Pp. 105-202; 
illustrated. Subscription for the year, 11 dollars; single number, 
2.50 dollars.) New York: Paul B. Hoeber Inc.; London: Harper 
and Brothers. 1939. 


BERNARD BALZAC ON HYDROPHOBIA 


In a recent communication to the French Academy of Medi- 
cine Dr. A. Trillat gave an account of the literary and 
would-be legislative activities of Bernard Balzac, whose claim 
to fame rests more on his having been the father of the author 
Honoré Balzac than on his more immediately personal merits, 
Bernard Balzac was born in 1746. and was married in 1793 
to Anna Sallambier, the daughter of a Parisian hospital 
director. The medical character of the family milieu in 
which the son grew up largely explains his interest as an 
author in medical problems. Balzac péere was a self-taught 
man, lacking the polish of an orthodox medical education, 
But in due course his erudition became profound, and his 
interest in hygiene no less so. His intellectual wife probably 
did much to keep his mental faculties working at their best, 
In 1810 he published as a limited edition and for restricted 
circulation a history: Histoire de la Rage et Moyen den 
Prévenir les Hommes. In this ork Balzac remarks that more 
than 300 publications had appeared on this subject ineffectively, 
having failed to rid mankind of this scourge whose torments 
and horrors were unequalled. He was inclined to attribute 
the advent of rabies in man to his foolish admission of the 
dog to intimate friendship. The disease had already claimed 
roundly a million victims, to judge by the evidence of history 
and of the Academy of Medicine, but Balzac suspected that 
many a case of rabies had been falsely so called. His dis- 
satisfaction with the therapeutic efficacy of strangling, suffo- 
cating. or bleeding patients severely found expression in the 
draft of a law intended to prevent these measures, which he 
feared might prove too tempting to the heirs or enemies of 
the patient. 


Not a Lover of Dogs 


Bernard Balzac was so convinced that rabies and hydro- 
phobia were different diseases that he expressed the hope 
that a prize would be offered to the investigator who devised 
a satisfactory test for the differential diagnosis. The venom 
of rabies was, he found, even more potent than that of a 
Viper; and in trying to explain how so small a quantity of 
venom could destroy a powerful body he compared the process 
with that observed when a needle turns scales heavily weighted 
on both sides. He reserved a savage hatred for the whole 
canine race, which he considered an “ennemi public,” and 
which shocked him by its “immoralité incurable.” He was 
convinced of the possibility of the odours and emanations of 
the dog being capable of transmitting the germs of disease, 
plague included. However useful the dog might be to man, 
the benefits it conferred on him were outweighed by the ills 
it brought him. Hence Balzac’s advocacy of a tax on dogs 
ranging from 3 to 50 francs, according as they were kept as 
pets. for hunting, as watch-dogs. or as sheep-dogs. Further, 
a watch-dog should, according to this perspicacious would-be 
legislator, be confined to its own premises and not be allowed 
to play the family pet on pain of severe penalties. Dogs 
would have to be counted like doors and windows to complete 
the tax-collector’s census. 

Bernard Balzac’s Graft of a dog law contained as many 2s 
nineteen different articles worded with a pensive eye on 
nimble-witted citizens in search of legislative loopholes. 
Whatever the fate of this scheme—and Dr, Trillat confesses 
to ignorance of it—Bernard Balzac deserves undying fame for 
having been the first, in 1810, to propose a general tax on 
dogs. It was not till May. 1855, that this idea took concrete 
shape in an official order. Balzac’s interest in rabies was, 
moreover, by no means confined to the “ incurably immoral” 
dog, and in his review of the principal remedies recommended 
for the cure of rabies he found most in honour those which 
reflected the principle of similia similibus curantur. But he 
placed cauterization above all, provided it was employed 
within the first twenty-four hours, before the poison had 
penetrated into the flesh. His description of this process does 
not lack colour. No wonder Dr. Trillat calls Bernard 
Balzac’s account of rabies “une description terrifiante.” 


Cc. L. 
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Medical News 


It has been announced that the Manchester Royal Infirmary 
will resume in part its ordinary services to the community. 
The Board of Governors has received permission to reopen 
to the public between 40 and 50 per cent. of the beds of the 
institution, and out-patient clinics on a restricted scale will 
also be available for cases requiring urgent attention. The 
Barnes Convalescent Hospital at Cheadle is to be converted 
into a hospital for the treatment of acute medical and surgical 
cases. 


We are informed that the St. Marylebone and Western 
General Dispensary (48, Cosway Street, Marylebone Road, 
N.W.) is open far out-patient treatment only. Full particulars 
of the clinics, etc., can be obtained from the secretary and 
almoner of the dispensary (telephone: Paddington 0021). 


The Royal College of Obstetricians and Gynaecologists has 
decided to continue with its examinations for the diploma 
and membership as previously arranged. 


The autumn meeting of the British Orthopaedic Associa- 
tion, Which should have been held in Cardiff on October 27 
and 28, has been cancelled. 


In consequence of the war it has been decided to postpone 
for the present the Chadwick Public Lectures which were to 
have been delivered this autumn. Notice will be given 
when the lectures are to be resumed. 


The festival dinner of the Royal Northern Hospital, 
arranged to be held at the Savoy Hotel on November 22, has 
been cancelled. 


The annual dinner of St. Mary’s Hospital Medical School 
has been cancelled, as well as the special postgraduate course. 


The Welsh Medical Dinner for old students of the Welsh 
National School of Medicine, Cardiff, which was to have 
taken place in London on October 14, has been postponed 
indefinitely. 


We are asked to announce that the autumn exhibition of 
ihe Medical Art Society will not be held. 


\n emergency decree at Oxford University is that no exam- 
ination can be held for any University scholarship or prize 
in the Michaelmas term. 


The celebration of the centenary of the Royal Microscopi- 
cal Society in October has been postponed. It may be found 
necessary for the time being to curtail the number of ordinary 
meetings normally held in London during the session. Ar- 
rangements are being made to continue publication of the 
Societys journal as usual. 


Shortly after the French Congress of Surgery Professors 
Ombredanne and Paul Mathieu will hold a_ postgraduate 
course on surgical technique relating to the limbs. From 
October 16 to November 4 there will be a series of free 
lectures in the little theatre of the Faculty of Medicine of the 
University of Paris, followed by a special programme of 
operative work, for which a fee of 300 francs is to be charged. 
The lectures will begin at 2.30 p.m. Further information may 
be obtained from the secretary of the Paris Faculty of 
Medicine. 

The editors and publishers (Messrs. Edward Arnold and 
Co.) of Science Progress, founded by Sir Ronald Ross in 1907, 
announce with regret that the October number will be the last 
to appear for the present. 


King Gustav of Sweden has devoted the subscriptions 
collected on the occasion of the thirtieth year of his reign, 
amounting to five million kronen, to the foundation of an 
institute for the study of paralytic diseases, especially polio- 
myelitis, and to the campaign against tuberculosi, 


The University of Toronto has received a gift of 250,000 
dollars from the Rockefeller Foundation, a tenth of which 


_ is to be spent on research in insulin and dementia praecox. 


The following have been appointed new professors in the 
Paris Faculty of Medicine: Dr. Bénard as successor to Pro- 
fessor Fiessinger (experimental and comparative pathology) ; 
Dr. Aubertin as successor to Professor Harvier (therapeutics) ; 
Dr. Pasteur Vallery-Radot as successor to Professor Abrami 
(medical pathology). 


Dr. William Thomson has recently celebrated his one 
hundred and fourth birthday at his home in Bettel, Ohio. He 
is somewhat deaf and has to lean on a stick, but still has a 
large practice. He boasts that he had attended a thousand 
labours. One of his grandfathers died at 105, another at 97, 
his mother lived to 94, and his son, who is also a doctor, is 80. 


Dr. G. Gregory Kayne has been promoted to the rank of 
Commandeur of the Ordre de la Santé Publique. 


EPIDEMIOLOGICAL NOTES 
Typhus in South-Eastern Europe 


During the decade which ended in 1931 louse-borne typhus 
Virtually disappeared from Western Europe, the Baltic 
countries (Estonia, Latvia, and Lithuania), and the countries 
of the Danube basin, where the disease appeared in epidemic 
form in the years immediately following the last war and 
remained more or less endemic for several years afterwards. 
Since 1931 recrudescences were encountered in’ Poland, 
Rumania, and the U.S.S.R., due in part to the effect of 
prolonged economic depression in the rural areas and to the 
decreasing proportion of the population which was immunized 
by the post-war series of epidemics. During 1938 the prin- 
cipal epidemic centres were the north-eastern departments of 
Poland, Eastern Rumania, and the south-eastern districts of 
Yugoslavia, while small outbreaks were observed in the five 
western departments of Poland, in Slovakia, in Hungary and 
the two north-easterly departments of Yugoslavia, in Bulgaria, 
and Latvia. In Poland the maximal seasonal incidence 
appeared later in 1939 than in the previous year, the same 
departments in the north-east were affected, but an increase 
compared with 1938 was encountered in the departments of 
Lwow, Wolhynia, and Kielce. In Rumania the disease was 
mainly centred in Bessarabia, and was less prevalent than in 
1938. The Drina banovine of Yugoslavia was the principal 
epidemic centre as in 1938, while in Vrbas, Zeta, and the 
Coastal banovine a decline was recorded. 


Epidemiological Table 


We much regret that owing to the Registrar-General’s 
weekly return for England and Wales not having arrived at 
the time of going to press the Epidemiological Table has had 
to be omitted this week. 


Sulphanilamide.—A study of the effect of sulphanilamide 
on the growth of streptococci in a mixture of equal parts of 
horse blood and broth leads the authors to conclude that the 
bacteriostatic action of the drug is not exerted unless and 
until division of the cocci has taken place eight times, and 
this within a short space of time. They consider that blood 
only acts by accelerating growth and thus fulfilling the latter 
part of this condition. The absence of effect on a large 
inoculum is explained by its incapacity, apart from the 
presence of the drug, to complete the necessary eight genera- 
tions. As judged by effect on the phagocytosis of try pan- 
blue in tissue cultures, sulphanilamide in the concentration re- 
quired for antibacterial action is much better tolerated than is 
trypaflavine by tissue cells.—-The Action of Sulphanilamide in 
vitro and in vive. L. K. Wolff and H. W. Julius.—Ann, Inst. 
Pasteur. June, 1939, 62, 616, 
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Letters, Notes, and Answers 


LETTERS, NOTES, AND ANSWERS 


All communications in regard to editorial business should be 
addressed to THe EDITOR, British Mepicat JourNnat, B.M.A. 
House, Tavisrock Souare, W.C.1. 


ead ORIGINAL ARTICLES and LETTERS forwarded for publication 
a are understood to be offered to the British Medical Journal alone. 
Fs ip unless the contrary be stated. Correspondents who wish notice 
ag a to be taken of their communications should authenticate them 
je with their names, not necessarily for publication. 


Authors desiring REPRINIS of their articles published in the 
British Medical Journal must communicate with the Secretary. 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proots 
Authors over-seas should indicate on MSS. if reprints are 
required, as prools are not sent abroad. 
i ADVERTISEMENTS.—AIL communications should be addressed 
to the Advertisement Manager (oflice hours 9 a.m. to § p.m.). 
. a Orders tor copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 
The TrtereHone Number of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 


The TrteGrapnic ADDRESSES are 
z EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitivlogs 
i Westcent, London 
SECRETARY, Medisecra Westcent, London. 
The address of the B.M.A. Scottish Olfice is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  teie- 
pire Phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Fireann (.M.A. and B.M.A.), 18, Kildare Street, 
Line ; Dublin (telegrams: Bacillus, Dublin; telephone 62550 Dublin.) 


QUERIES AND ANSWERS 


Fibrillation of Calf Muscles 


Brigadier-General F. E. BURNHAM (Halcyon Hot Springs, B.C.) 

; writes: A recent correspondent has reported a case of 
tae fibrillation of the calf muscles, and asks for similar instances 
ie of this phenomenon. This recalls a patient who presented 

Bs himself at the out-patient department of the Military 
-_ Hospital at Plevlje. Montenegro, in 1915. The man was a 
wht lawyer of Podgoritza, and as healthy as one would find 
in a land of robust mountaineers. His only complaint 
és was that his stomach * worked all the time.” A transverse 
4 muscular contraction would start at the pubis and slowly 
| roll up to the sternum, to be followed by another at the 
Ba rate of about four a minute. Each contraction was not a 
~ mere ripple, but a wave like the breakers that wash up on 


the shore. The patient was conscious of the constant move- 


eee | ment, which continued day and night. The only analogous 
a condition that I could think of is the circus movement of a 
Yes fibrillating auricle. The history of the patient was negative. 


As nothing could be done he was not again seen. 


** Repeating” Hypodermic Syringe 


Dr. G. T. Birpwoop (Dover) answer to Dr. 
R. Stewart Kennedy's request for information on a 
repeating hypodermic syringe (September 16, p. 630), the 
quickest and easiest method of giving doses of morphine to 
a large number of civilian casualties is to have a 2-oz. bottle 
of morphine solution ready made up in a strength of 
1/2 grain to | ccm. Dose 9 minims for 1/4 grain dose of 
morphine. The syringe can be rapidly sterilized and filled. 
It is quicker than dissolving a tablet for each patient. The 
prescription is: morphine sulph. 25 grains, aqua 50 c.cm. 
(or 5xv): dose, 9 minims. 


writes: In 


Income Tax 
Car Expenses 


“G. M.” for several years has claimed and has been allowed 
£350 per annum for running a 20 h.p. car. A new inspector 
of taxes has refused to allow more than the actual running 
cost, and contends that “G. M™ has been under-assessed 
in past years. 

*," It is correct that only the running costs—inclusive of 
licence, insurance, etc.—are allowable, plusa reasonable annual 
amount for depreciation, and “G. M.” will find it necessary 
to calculate the expenses on that basis from such data as 
may be available—that is, his garage accounts. But we 
should advise him to resist any attempt to charge additional 
tax for past years. His grounds for that attitude, apart from 
the real merits of the quantum of £350, would be that as 
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the basis of his previous returns was known to the present 
inspector's predecessor there has been no discovery of new 
facts to justify an additional assessment for past years. 


LETTERS, NOTES, ETC. 


Treatment of Nervous and Early Mental Disease 


Protessor F. L. Gotta (Burden Neurological Institute, Staple- 
ton, Bristol) writes: In view of the difficulty that must be 
experienced in obtaining in-patient treatment for cases of 
nervous and early mental diseases occurring in evacuation 
areas, I should be glad if you could bring the services 
offered by the Burden Neurological Institute to the notice 
of your readers. The Institute would be prepared to receive 
a number of cases of early mental disease for a course of 
shock therapy and cases of organic nervous disease, includ- 
ing cerebral tumours, for investigation and, if necessary, 
operation. The Institute, which was endowed by the late 
Mrs. Burden, is fully equipped for neurosurgery, shock 
treatment, and endocrinological investigation. 


Improvised Iron Lung” 


A recent number of the /ndian Army Ordnance Corps Gazette 
includes an account of a remarkable essay in improvisation. 
The Chief Ordnance Officer, Rawalpindi Arsenal, received 
an urgent request from the senior medical officer of a 
near-by hill station: Could the Arsenal produce an “ iron 
lung” for a case of infantile paralysis? Seventeen hours 
later an “iron lung” was completed and ona its way to the 
patient. Unfortunately it arrived too late to be of any use 
in this particular case, but it was used effectively in other 
cases. The machine was compounded of two 40-gallon 
drums, ordinarily used for fire-fighting purposes, two vacuum 
cleaners, a piece of sorbo rubber, and a leather disk. The 
two drums welded together formed the container, the rubber 
neck-piece being fixed to a flange at the front of the 
cylinder. The leather disk fixed to a lever manipulated by 
hand acted as a valve, the vacuum cleaner provided the 
necessary suction, and the pressure inside the container was 
indicated by a manometer 


A Large Fibroid 


Mr. H. WittouGHsy F.R.C.S. (Gainsborough, Lines.), 
writes: | recently operated on a woman aged about 56 
whose abdomen was completely filled with a big smooth 
tumour. There was a four-years history. The tumour was 
theught to be an ovarian cyst, but on opening the peri- 
toneum it was found to be solid and was in fact a sub- 
mucous fibroid. It weighed 26 Ib. Owing to the size and 
distortion of structures, the technical difficulties were rather 
great. The lady is much more comfortable now. I do not 
know whether any records are kept as to weight of fibroids, 
but surely this must be getting near the limit of abdominal 
capacity. 


Racial Origins from Blood Groupings 


Dr. Epwarp BILLING (Finchampstead, Berks) writes: All over 
the country large numbers of volunteers for blood trans- 
fusion are being tested for blood groups. If the totals were 
available for collation into counties or larger areas it might 
be possible to make vaiuable ethnological deductions <as to 
the racial origins—Celtic. Saxon, or Danish—of_ the 
inhabitants of various parts of Great Britain from the 
percentages of the blood groups. Perhaps some geneticist 
has undertaken the task: if so, the publication of his name 
in the Journal should provide him with a flood of material. 


Breech Presentation with Extended Lower Limbs 


Dr. Sypit MaGANn (Granard, Co. Longford) writes: I wish to 
report the following case of breech with extended lower 
limbs—that is, heels to back of baby’s head. The presenta- 
tion was new to me, and I have not since seen any reference 
to it in my literature. Perhaps some of your readers may 
have dealt with similar cases. On October 27, 1936, at 
3 p.m. I was called to see a woman aged 28 in labour; 
she was the mother of two children. On examination | 
found a breech above the pelvis. At 8 p.m. the breech 
descended to the vulva: the first part to emerge was 4 
swollen and bluish scrotum, and I then discovered that the 
lower limbs were behind the child’s body. With a little 
manipulation each limb was brought down so that the 
child literally stepped over his mother’s perineum. The 
child has grown up apparently none the worse and began 
walking at the usual time. 
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